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SKIN AND VETVetEA L DISEASES. 



CHAPTEE I. 

COlfSTITUTIONAL EELATIONS OP THE 
DEEMATOSES. 

Tuberculides are discussed by J. Frank Wallis/ who 
points out that tuberculous dermatoses would be much 
more numerous were not the skin temperature unfavorable 
to invasion of the tubercle bacillus, and did not the unin- 
jured epidermis afford an excellent protection. Location 
is a determining factor in lupus, sixty-five cases or 6 per 
cent, involving the nose, lips and the angle of the eye, and 
24 per cent, the trunk and extremities. According to 
Gramm only sixty-two of five hundred and seventy-three 
cases of lupus involved covered parts. That lupus is not 
often contracted in adult life is a possible factor in its 
rarity as compared with tuberculosis. The dermatoses 
occur in patients other than the strictly tuberculous. 
From malnutrition and anemia the skin becomes pale, dry 
and sometimes grayish. It may become glossy. Fre- 
quently it is covered with branny scales. From interfer- 
ence with the circulation it becomes cyanotic. The 
sebaceous glands secrete excessive sebaceous matter, ren- 
dering the skin greasy, a condition first observed by 
Freriche. Pityriasis versicolor is common in tuberculosis. 
The lesions are at first small, but eventually develop into 
patches of considerable size, covering the whole chest. 
The patches are of yellowish brown color, and the skin 
shows branny desquamation. The patient is rarely itchy 
except when he sweats profusely. Though the parasite 
finds favorable soil on patients with tuberculosis this der- 

(1) Henry Phlpps Institute Report, 1905. 
9 



10 SKIN AND VENEREAL DISEASES. 

matosis is not diagnostic of tuberculosis, as claimed by 
Barduzzi and Hericourt, who tried in vain to substantiate 
their theory by inoculation. Intestinal complications in 
tuberculosis are responsible for varied erythematous erup- 
tions. The forehead and cheeks, especially below the eyes, 
are frequently sites of brown pigment spots, the so-called 
chloasma phthisicorum. Pityriasis tabescentium, a desqua- 
mative process caused by skin atrophy, occurs in advanced 
tuberculosis. The patches are larger than in pityriasis 
versicolor and are not so sharply defined. Clubbed fingers 
and nodular swellings of the toes and other joints are 
frequently observed. 

X-ray observations have shown that in these cases the 
soft parts only are involved. The nails of patients are 
brittle and frequently cyanosed. The hair exhibits degen- 
erative changes; becomes atrophic and loses its gloss, 
becoming dry and splitting easily. Alopecia is sometimes 
due to atrophy of the follicle. Herpes zoster has been 
frequently observed. Cutaneous emphysema is rare. Hal- 
lopeau, as E. B. HartzelP points out, employed the title 
tuberculides (first used by Darier) for all cutaneous 
tuberculosis. He divided these into bacillary tuberculides, 
or texituberculides, where the bacillus cannot be found. 
The lesions being less remote from the seat of eruption, 
the toxin reaches the skin through the blood channels. 
In the former group are included acute milliary dermic 
tuberculosis, lupus vulgaris, tuberculosis verrucosa cutis, 
and the gummous tuberculide ; in the latter, lupus erythe- 
matosis, lichen scrofulosorum and Bazin's erythema. 
Hartzell is disposed to reject the toxin etiology indicated 
by the results of Wallis. The tuberculide, first so named 
by Darier, is generally entitled follicles, but as this im- 
plies an error as to absolute site, papulo necrotic tubercu- 
lide is preferable. It is characterized by eruption of 
small, dark-red or bluish nodules, usually most abundant 
upon the backs of the hands, the elbows and knees, feet 
and ankles and helix of the ear, but not confined exclu- 
sively to these parts. Evolution of the lesions, which 
begin deep down in the skin, is slow, each one lasting 
from a few weeks to a month or two. When they have 



(1) Amer. Jour. Med. Be, 1000. 
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reached their acme the summit of each one becomes the 
seat of a small pustule or vesicopustule, which is presently 
transformed into a black or brown crust covering a small 
loss of substance in the center of the nodule. With the 
fall of this crust a deep pitlike cicatrix is left, not unlike 
that of variola. 

In long standing cases with numerous auraMesions the 
ears may present a cicatricial condition like that seen in 
erythematous lupus. This feature with others led Boeck 
to call it disseminate lupus erythematosus. In most cases 
subjective symptoms are slight. Exceptionally, the lesions 
may be quite painful, or intense pruritis may be present. 
The subjects almost invariably have cyanosis of the ex- 
tremities; the hands are dusky-red or bluish, as if cold; 
pressure upon the skin leaving marble-like white marks 
which persist for an unusual length of time, owing to the 
slowness with which the vessels refill. This same hue is 
present in less degree upon the ears and feet. It is most 
common in children and adolescents. The cyanotic states 
described are found in non-tuberculous victims of the 
periods of stress. According to Hartzell, tuberculous in- 
fection is always present, but he admits that, with the 
exception of a case reported by MacLeod and Ormsby, 
tubercle bacilli have never been found in the dermic lesion. 
Lupus erythematosus in a non-tuberculous subject is 
reported by Kren.^ A 30-year-old woman with lupus 
erythematosus of nose and cheeks died from an abortion. 
A careful necropsy failed to detect any tubercular infec- 
tion. Kren believes that lupus erythematosus is independ- 
ent of tuberculosis. 

Tabercalous Dermatoses are divided by F. B. y^ynn^ 
into five classes: Tuberculosis ulcerosa, located in the 
vicinity of mucous outlets from which infection has 
extended. Advanced pulmonary tuberculosis usually 
coexists. A few minute tubercles appear, ulcerate and 
show no tendency t6 heal. The process is slowly progres- 
sive. Tuberculosis disseminata is a rare acute or sub- 
acute generalized type found in children only. The gen- 
eral outbreak usually follows an exanthematoid fever, a 
local tuberculous focus having previously existed. Tuber- 
CD Arch. Derm. u. Syph. B. LXXV. 
(2) Amer. Jour, of Derm., March, 1906. 
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culosis verrucosa is usually met with as verruca necro- 
genica; a warty growth generally found on the backs or 
hands of those who conduct necropsies. Scrofulodermata 
are sluggish ulcerative dermic processes, secondary to the 
caseation and suppuration of tuberculous lymph glands. 
Lupus vulgaris is the commonest of the tuberculides. 
Wynn reports a case where a tuberculous dermatosis simu- 
lated epithelioma throughout its course. Diagnosis was 
only made microscopically. 

Measles without Eruption is reported by Salzer/ in a 
child aged fifteen months, belonging to a family with six 
children, five of whom developed measles. In four the 
disease pursued a typical course. A sickly little girl 
developed instead a violent bronchitis. The fever lasted 
fourteen days; the temperature was often 104° during the 
period. At no time was the slightest eruption present. 
Cough and vomiting existed during the entire illness. 
Death occurred in convulsions, induced by the child's 
marasmic condition. This is the first case Salzer has had 
in fifty years of practice. 

Keratosis Falmaris and Plantaris in Five Generations 

is reported by P. A. Jacob and A. Fulton.^ The great- 
grandmother of the eldest patient, while returning from 
India, looking over the bulwarks was startled by the unex- 
pected jumping of a large fish. ^^A fish, a fish,'' she cried, 
and clapped her hands together. The child of which she 
was then pregnant was born with ^^fish scales" on its hands 
and feet, as were also the eleven other children to whom 
she subsequently gave birth. The three children of her 
greatgrandson and three of his grandchildren have kera- 
tosis palmaris and plantaris to a morbid degree. The 
youngest child affected is twenty months old, and the skin 
of the palms and soles, instead of being thin, pink and 
shiny, is considerably thickened, white, and rough, like 
ground glass. In the adults the horny epithelium is about 
one-eighth inch thick and almost black. It presents, in 
lines corresponding to the normal folds of the skin, deep 
fissures which have at their base apparently normal 
epithelium and which, therefore, do not get sore, nor crack 



(1) Mttnchen. med. Woch., Vol. LII, No. «, 1906. 

(2) British Med. Jour., July 15, 1906. 
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and bleed, as do those in acquired keratosis. The follow- 
ing genealogie table is appended: 



Grandmother 
(affected) 



I 



Eleyen others 
(affected) 



(affected) 



I 



(affected) 



(M.) J.W. 
(affected) 



F. (Mother) 
(affected) 



8 Males 
(not affected) 



(affected) 



By first 
wife. 



F. (affected) 



By second wife. 



2 Males and 3 

Females 
(not affected) 



M. M. M. F. (M.) (M.) (F.) (M.) 

(All healthy) (affected) (affected) (affected) (healthy) 



7) (affected) (affected) 

:iA) ih (F) 

ected) (affected) (healthy) 



(M) 
(aflincted) 



Dermatitis Exfoliativa Neonatorum is rare in the 
United States. It has important diagnostic relations with 
the exanthemata and was first described by Eitter^ in 
1886. It appears early in infancy, rarely before the end 
of the first week; generally between the second and fifth 
wjBek of life. While the outbreaks are always acute they 
vary in acuteness as well as intensity of the symptoms. 
The process develops very suddenly in the form of dif- 
fused redness or erythema, usually involving the lower 
half of the face : first, about the mouth, thence spreading 
over the cheeks, forehead and neck, thence to the chest, 
abdomen and extremities, or it may appear in patches; 
however, it may begin elsewhere or be universal. It has a 
rapid progress. As a rule the extremities are the last parts 
attacked. The color of the affected skin varies from a red 
to a purplish. When the redness has extended to the 
whole body, consuming not more than thirty-six or forty- 
eight hours, exfoliation begins upon the parts first affected. 
This may occur without exudation. The epidermis is 
slightly thickened, wrinkled, dry, and fissured into pieces 

(1) New York and Phlla. Med. Jour., June 9, 1906. 
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of all sizes, loosened at the edges and removed by any 
slight mechanical action. Underneath this layer is a thin 
layer of new epidermis. Part of the body may be as 
described and in addition scattered irregular patches occur, 
particularly on the extremities, of horny epidermis, lifted 
up by accumulation of fluid beneath. These burst and 
form a crust, or if rubbed oflE leave a raw surface, pre- 
senting the appearance of a scalded child. The skin 
wrinkles and lifts Up in layers, so to speak, overlapping 
one another, giving the appearance somewhat of a fish 
with scales turned the wrong way. In such cases when the 
disease is at its height the babe presents a pitiable appear- 
ance. At the same time there is exfoliation of the 
epithelium of the nose and mouth, with the corners of the 
mouth fissured. The conjunctiva is injected and red with the 
accumulation of sero-pus, which seals the child's eyelids. 
Desquamation takes place very, rapidly, followed quickly 
by regeneration. In favorable cases the child is virtually 
clean at the end of ten days, unless a complication arise. 
The process is not accompanied by fever or systemic dis- 
turbance, unless some internal complication exist. The 
child's functions are usually normal. It loses little, if any, 
in weight. In severe cases a marasmic condition may rap- 
idly supervene. Even after all cutaneous symptoms have 
disappeared the child may become cachectic. Eelapses do 
occur occasionally, usually mild, ten or twelve days after 
the first attack. Sequelae in form of boils are most com- 
mon, but abscesses and phlegmonous processes with con- 
secutive sepsis and gangrene occur. 

In diflferential diagnosis pityriasis rubra of Hebra, and 
the ordinary exfoliative dermatitis may be excluded be- 
cause they are limited to adult life. Simple erythema of 
the new-bom and infants is excluded as it develops in the 
first few days after birth and disappears without desqua- 
mation. The dermatoses may be confounded with heredi- 
tary syphilis conditions. The latter are rarely general, 
later in appearance much more prolonged and grow stead- 
ily worse unless checked by antisyphilitic treatment. Acute 
eczema in infants is accompanied by fever and presents 
many lesions, vesicles, crusts, and moist patches not uni- 
formly but irregularly distributed here and there. Patches 
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are made up by aggregations of these lesions and not by 
diffused erythema followed by desquamation. 

Itching is prominent in eczema. It runs a very much 
slower course, frequently relapses and shows a tendency 
to chronicity. Erysipelas in the new born is as a rule 
localized, rarely extending to the whole body. Marked 
pyrexia, systemic participation and character of the dermic 
lesion distinguish it. Pemphigus, simplex and foliaceus, 
even in the acute cases, runs a slower course. It always 
begins earlier than Eitter's disease, generally the first few 
days after birth, always before the eighth and rarely after 
the fourteenth day. It begins not with erythema, but with 
discrete bullae upon an erythematous base. Lesions appear 
in successive crops for a week or more, but rarely after the 
first month of life. A few cases of pemphigus present 
large bullae which become confluent, and finally burst, 
exposing the base covered with pulpy layers of sodden rete 
and epidermis shreds. The exanthemata are readily recog- 
nized by the marked hyperpyrexia, catarrhal symptoms, 
angina. The whole course, of the disease is different. 
Eitter's disease usually yields to local use of mild anti- 
septics. B. M. Baker has recently reported an American 
case which made an excellent recovery under this treat- 
ment. 

Acne BelatioiLS to the Infantile Genital Crisis, described 
by Jacquet and Eondeau^ last year, have been further 
studied by C. Eenouf .^ There exists, according to him, in 
the fetus at the end of the intra-uterine period and in the 
new-bom, during the first days after birth, a genital crisis 
which recalls that of puberty. The new-born ovary often 
presents increased volume. The uterus is often hyperemic. 
There may be hemorrhages of short duration between the 
fifth and tenth day. Similar modifications occur in the 
testicle, and there is increase of the prostate volume with 
liquid secretion. In both sexes the mammary glands 
increase in size and milk secretion may occur. The pilo- 
sebaceous apparatus reacts in an intense manner. Lanugo 
appears similar to that of puberty. The sebaceous glands 
which then become active contribute to formation of 
vernix caseosa. White points appear which recall puberty 

(1) Practical Medicine Series, Vol. X, 190S. 

(2) Arch, de Med. des Enfants, June, 1006* 
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acne. At the end of two or three months these phenomena 
cease. The sebaceous glands resume their lethargy to be 
awakened at puberty. 

Xanthoma Tuberosum Diabetioorum of eight years' 
standing is reported by Abrahams^ in a 50-year-old male. 
The dermatosis began as a small, painful nodule at the 
nape of the neck near the hair border. The patient picked 
it ofiE with the finger-nail. It returned and steadily grew. 
One year after its appearance diabetic symptoms became 
marked. The mass gradually grew until it was an inch 
by an inch and a half, consisting of a series of nodules or 
tubercles of hazel-nut size — round, smooth, and lobulated. 
The upper border of the growth was red, the lower* pale. 
The patient later had difficulty in swallowing solid food. 
A bougie revealed an esophageal stricture near the gastric 
cardiac orifice. Diagnosis of esophageal carcinoma was 
made. With proper diet and therapy the patient became 
aglycosuric, the tumor steadily diminished, and the 
dysphagia so disappeared that he could eat chopped meat, 
potatoes, and crackers. Xanthomata attack the esophagus, 
heart, and other internal organs in diabetes. Stricture of 
the esophagus in this case was clearly due to a local 
xanthomatous tumor. Xanthomata in diabetes disappear 
with glycosuria disappearance, to recur with its return. 

Hon-luetic Vitiligo. Thielberge^ cites three cases in 
which vitiligo developed from one to three years before 
contraction of syphilis. These cases could not have been 
syphilitic at the time of vitiligo development. Vitiligo 
cannot, therefore, be considered a demonstration sign of 
syphilis; but lues may be one of its causes, probably by 
intermediary of the nervous system, so frequently affected 
in syphilis. Thielberge has seen vitiligo begin in the site 
of ulcerated syphilitic lesions, and become generalized from 
this initial patch. Distinction must be made between 
leucoderma syphiliticum, which is a pigmentary syphilide 
[occurring as a rule early in the disease; probably occupy- 
ing the position of earlier manifestations (such as rose- 
ola)!, and vitiligo, which has no such precursors. 

'Vuiiigo in Forensic Medicine is discussed by D. S. 

(1) Post Graduate, Vol. XXI, 1906. 

(2) British Jour, of Derm., July, 1906. 
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Fairchild/ who reports the case of a woman alleged to 
have been fatally chloroformed by her husband. The 
defense alleged that the deceased had committed suicide 
and advanced in favor of this hypothesis the fact that she 
suffered from vitiligo, which is often associated with de- 
pressed states of the nervous system, and is frequently 
found among the insane. This, however, ignores the fact 
that vitiligo is far from infrequently an expression of 
diathetic states like syphilis. The deceased displayed great 
anxiety about the disfiguring effects of vitiligo. It is by 
no means impossible that this anxiety as has frequently 
happened passed into true melancholia, in which case 
suicidal impulses are always a probability; the impulse 
passing into the act if circumstances be favorable. The 
motive for the alleged murder was not clearly evident, but 
unless the vitiligo was regar'ded as having caused melan- 
cholia there was no determining cause of suicide present. 
The forensic value of the vitiligo in this case was merely 
of a suggestive, not a demonstrative nature. 

A Herpes Zoster Epidemic is reported by Unna.^ The 
number of cases was 69, 8 of which were herpes labialis 
and facialis, 19 herpes progenitalis, 12 herpes zoster 
facialis, 8 herpes zoster occipitocollaris, etc. The epidemic 
occurred between June and November. The symptoms 
were comparatively mild. Prodromata were wanting or 
slight. The patients were from three to seventy-three 
years. Middle aged women and children furnished most 
cases. Herpes facialis and progenitalis should be grouped 
with zoster. 

Kernig's Sig^ in Herpes Zoster. M. Belbeze^ has found 
two instances in 19 cases of herpes zoster. Both were in 
women, one 60 and the other 65 years old. The lumbar 
nerve region was the seat of the zoster. 

8yi|hilis Mimicry by Cryptogenetic Streptococcus Infec- 
tion is reported by A. Stengel, J. W. White and J. S. 
Evans.* The patient, a 26-year-old physician, was in good 
health until 14, when gastrointestinal disorder and nervous 
disturbance charged to astigmatism appeared. He also 

(1) Medico-legal Journal. June, 1906. 

(2) Derm. Monatschr., September, 1905. 

(3) Arch. Gen. de Med., T. LXXXIII, 1906. 
(4) Univ. of Pa. Med. Bull., November, 1906. 
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developed fistula in ano. On treatment of the eyes and 
cure of the fistula he remained in good health until May, 
1905, when he suffered from lassitude, digestive disorders, 
anorexia and slight jaundice. There was decided pruritus. 
An eruption like seborrheic eczema appeared in fairly well 
defined patches on the ankles, thighs, buttocks, back and 
elbows, throat. Examination showed the posterior pharyn- 
geal wall to be dry and congested, with an enlarged follicle 
here and there. The tonsils were somewhat inflamed and 
enlarged. 

The patient was placed on reduced diet, given sodium 
phosphate internally,^ and ordered warm alkaline baths at 
bedtime. Slight improvement followed. In June he went 
to the country for two weeks. Upon his return he felt no 
better. From July to the middle of September his condi- 
tion varied from week to week, but he never felt normal. 
The rash faded markedly and in some places disappeared 
entirely. Slight jaundice was noticeable at times, nausea 
was experienced, and sometimes vomiting occurred imme- 
diately after eating. The patient was nervous, irritable, 
and insomniac. Late in September he felt much worse. 
October 1st he left for the country and remained until 
November. During October he became steadily worse, 
losing weight and strength, being more and more in- 
somniac. The axillary lymphatic glands enlarged and were 
painful. There was more or less pain under the sternum. 
Dyspnea, which became worse upon exertion, developed. 
The patient had several sharp chills, followed by free 
sweating. In the meantime an erythema broke out on the 
arms, thorax and abdomen, and later on the lower extremi- 
ties. Early in November his condition became constantly 
worse. The pain in the region of the sternum extended 
over the entire anterior thoracic region, the dyspnea be- 
came severe, the axillary glands continued to enlarge and 
become more and more painful. Other lymphatic glands, 
notably the inguinal group, were affected. The patient had 
an evening temperature of 100° to 102°, with profuse 
sweating at night. He had constantly increasing dyspnea 
and severe substernal pain. The rash which had become 
more and more marked assumed a multiform character, 
papules alternating with macules, etc. Several derma- 
tologists were consulted ; a tentative diagnosis of lues made 
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and intramuscular injections of mercury salicylate given, 
urder which there was slight fading of the rash. When 
first seen by Stengel the patient (Nov. 26, 1905) gave the 
above history as well as that of repeated tonsillitis and 
headaches after eating. After this he developed rheuma- 
toid pains in his left shoulder. On one occasion, after 
drinking cold water at a mineral spring, he had a heavy 
shaking chill and continued chilly for about three days. 
After this he developed substernal pain and enlargement 
of the left axillary glands. There was constant aching in 
the jaws, followed by swelling of the glands at the angle 
of the maxilla on the fight side. The rash appeared about 
this time, first covering the abdomen and chest. There was 
none then on the legs. There was hyperesthesia at various 
points but no itching. There was a distinct tendency to 
urticaria. 

After the first chill there was some fever, which con- 
tinued for three weeks ; then subsided, the rash at the same 
time becoming marked. Subsequently each recurrence of 
the fever was attended with a distinct increase in the rash. 
The glandular enlargement involved the post-auricular 
groups on both sides, the anterior cervical and both axillary 
groups, especially the axillary glands on the left side; both 
inguinal groups slightly and the supraclavicular on the left 
side. There was blotchy erythema and folliculitis, most 
marked over abdomen and chest, some on the forehead, 
none on the arms or legs. There had been papules and 
miliarial vesicles, but these were not present when Stengel 
saw him. Physical examination disclosed no evidence of 
visceral lesion. The thoracic and abdominal organs ap- 
peared normal. 

Examination of the blood and a tonsillar crypt revealed 
cocci, oval in form, occurring as diplococci and in chains of 
four and six. Division takes place in one plane and the 
elongation which precedes it sometimes is indistinguishable 
from a rod. There is a capsule, especially when grown on 
blood serum. Involution forms are numerous. These were 
non-pathogenic to guinea-pigs and rabbits, 2 c.c. of a sus- 
pension of the culture having a cloudiness equal to a 
twenty-four hour typhoid bouillon culture. Injection into 
the inner surface of the right thigh of a ring-tail monkey 
produced in twenty-four hours an inflammatory reaction at 
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the site of injection, which continued for five days without 
producing suppuration. Three days after inoculation the 
right inguinal glands became slightly enlarged. Six days 
later they became markedly enlarged and there was noticed 
some enlargement of the left inguinal and right axillary 
glands. Four days later the left axillary glands could be 
palpated. The monkey did not apparently sicken. This 
glandular enlargement began to lessen at the end of four 
weeks and entirely disappeared at the end of twelve weeks. 
The eruption when seen by H. W. Stelwagon/ Nov. 1, 
1905, consisted of discrete but rather numerous rosy-red 
macules, with but slight, if any, elevation; the color was 
not a bright red, nor could it be said to be dull. The 
eruption could be seen over trunk, upper parts of the arms 
and upper parts of the legs, but was for the most part upon 
the trunk. The lesions increased in number for a week or 
more, and then began to show in their central portions the 
development of pin-point to pin-head sized papules, which 
finally increased slightly in size, but the papule was never 
as large as a small pea, holding mostly to the size of a 
medium-sized pin-head. The papule was of the same color 
as the macule upon which it developed. Some new macules 
continued to appear and some of the other lesions became 
less distinct, and probably some disappeared. There was, 
however, no capriciousness, as there was more or less per- 
sistence in all lesions ; but there was a variable amount of 
change in their depth of coloring, the eruption as a whole 
being much more hyperemic or red sometimes than at other 
times. There was no marked crowding together nor group- 
ing of the macules. At this time there was no scaliness, 
but later the small papules were here and there capped with 
a minute scale. Upon pressure the new lesions seemed to 
disappear entirely, the older ones left a slight stain. Before 
the central papulation took place the eruption was strongly 
suggestive of a macular syphiloderm. The lesions were of 
a much brighter tint than the syphiloderm and could have 
been a toxic macular erythema. The individual lesions 
were much more persistent than in the latter rash. About 
the same time the central papulation was developing, some 
macules appeared upon the forehead, and some upon the 

(1) Univ. of Pa. Med. BuU., November, 1906. 
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chin, and some near the nose and near the mouth. Some 
of these showed slight sealiness, suggesting patchy sebor- 
rhea. About three to four weeks after new small papules 
began to form in the neighborhood of the other papules, 
especially here and there in places, and the eruption became 
of a sluggish hue with a brownish tinge. When this condi- 
tion had fully developed the eruption consisted of some 
scattered macules, many with, central papulation and 
irregular groups of brownish-red papules, the whole sug- 
gestive of a macular syphiloderm which had developed into 
an ill-defined and abortive miliary papular syphiloderm. 
As before, the rash showed some variation in its hyperemic 
tinge from day to day. The young man gave evidences 
of neuropathic lymphatism, but this predisposing factor has 
been ignored. Denial of a primary sore, even though made 
in good faith, has not the positive value given it by J. W. 
White, since sjrphilis insontium was not taken into consid- 
eration. Failure to find Schaudinn's organism has not a 
crucial value in diagnosis as yet. Syphilis is excluded by 
the general semeiology of the state which might easily be 
a streptococcic erythema with lymphadenitis in a neuro- 
pathic lymphatism patient. The possibility of aborted 
Ludwig's angina and Banti's disease coexisting is ignored. 



CHAPTER II. 
SPECIAL DERMATOSES. 

Two Cases of EBldermolysis Bullosa are reported by 
Agnes Saville.^ The first patient, 36-year-old single 
woman, had suffered all her life from bullae, occurring 
chiefly on the body where exposed to friction or trau- 
matism. She was the youngest of eight children. Both 
parents were healthy. Only in a brother (Case 2) was 
there history of syphilis as regarded the patient or her 
family. "Consumption" had been present in the father's 
family. On the anterior fold of the right axilla was a 
bulla as large as a shilling, tense and slightly cloudy. 
Over an irregular area almost three inches long the anterior 
axillary fold was reddened and in parts covered by marks 
of former bullae. A similar condition, less marked, existed 
on the left anterior axillary fold. Two bullae, each the 
size of a sixpence-piece, were on the right arm near the 
extensor surface of the elbow and one on the inner aspect 
of the calf. All were over a day old. Two had a slight 
halo of surrounding redness. Fine white scars, remnants 
of frequently recurring or long standing bullae in former 
years, existed on various parts of the body, either alone, as 
on the face, or accompanied by brownish pigmentation or 
redness, as on the legs and axillary folds. The most 
serious changes were on the shins. The lower third of 
both legs was practically covered with brown pigmentation 
and scarring. No varicose veins were present. Over the 
right shin pigmented and cicatricial tissue extended over 
an area five and three-quarter inches long and four inches 
broad. Small pigment patches were present on the back 
and at the waist level where bullae had previously occurred. 
The skin at birth was healthy. When the patient was 
three days old the mother noticed a "blister'^ as large as a 

(1) Lancet, July 14, 1906. 
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half-crown on one leg, and two days later smaller ones on 
both eyelids. Then the face and head were constantly 
affected until the child was six years old. As soon as one 
was healing the child would fall down and knock her face 
or head and then they started afresh. At one time the 
mother kept the child's head covered constantly with a 
bonnet and the hands in gloves, as she observed that 
blisters always followed knocks and scratching. The face 
and head had been rarely affected since childhood. At 
seven years of age the legs began to be constantly affected 
by bullae, and ever since that time the bullae which occurred 
on the legs lasted the longest and recurred more frequently 
than on -any other situation. The waist was, after the 
legs, most often affected until four years ago, when the 
patient adopted a looser style of clothing. The armpits 
were affected when the sleeves were tight or the lining 
thick. The arms were rarely attacked and the hands never. 
The soles were not so often involved as the legs. Bullae 
had occurred a few times in the mouth. Bullae on the 
face or upper part of the trunk lasted a short time, about 
a week. Bullae on the legs might last for weeks or months. 
Walking or standing about caused bullae to arise on the 
legs or soles. Bullae appeared on parts with cicatricial 
tissue. Bullae Were always larger and more frequent in 
summer. In winter they were sometimes entirely absent 
for a week or two. Stout and all alcoholics aggravated 
the condition. Indigestion did not affect occurrence in 
any way. No subjective sensations occurred until the 
bullae were drying up. The patient was usually uncon- 
scious of bullae on the upper part of the body, but had 
pain when they occurred on foot or leg when she had to 
walk or stand. She had been obliged to lie abed for weeks 
at a time to hasten healing of bullae on the legs. Slight 
pressure did not cause formation of bullae. Friction 
applied for a minute in warm or mild weather would 
cause bullae to appear several hours later. No millium-like 
cysts were present. The nails showed the dystrophy noted in 
this dermatosis. All the nails were defective and had been so 
since the patient was three years old. They were raised, 
ribbed, and discolored, thickened at the base, pale, brittle, 
and irregular at the free edge. The patient had had good 
health, though she complained of being readily tired. She 
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perspired freely, suffered greatly from cold but had never 
had ehillblains. When excited she flushed over a sharply 
defined patch at the angle of the jaw and side of the neck. 
The heart and lungs were normal. Menstruation was 
regular but scanty. The patient had never had scarlatina 
or measles. The patient was ordered to take four grains 
extract of ergot thrice daily. She adhered to this treat- 
ment during the whole of a hot August. She felt stronger 
and that the bullae were fewer in number and less in size. 
She omitted the ergot from Sept. 5th to 12th. During 
that week more and larger bullaB developed than during all 
August. September 12th to 20th she resumed the ergot. 
She had fewer bullae and took much longer walks than 
usual without bad effect. September 20th to 27th she had 
no ergot. When seen on the latter date several bullae had 
formed. A photograph showed a tense hemorrhagic bulla 
on the left sole. The patient took ergot from Sept. 27th 
to Oct. 15th but no ergot had been taken for ten days 
before Oct. 25th. Only one bulla had arisen since. This 
freedom was due to the dry and cold weather. On the 
28th she developed coryza with fever and was confined to 
bed for several days. When convalescing early in Novem- 
ber a bulla started on the extensor aspect of the right 
elbow. Though she at once took double doses of ergot 
another bulla developed on the opposite elbow. The 
weather at the same time became warm and damp. When 
the patient was last seen (Nov. 7th) she still felt very 
weakly. 

Bullae first appeared when the second patient was one 
month old. He had scarlatina at five and measles' at 
eight. Bullae appeared during both illnesses and were 
much worse immediately after. Bullae were most trouble- 
some and frequent at sixteen. At the time of examination 
the legs had suffered most. For many years the legs had 
never been free from bullae except for a few weeks during 
cold weather. The backs of the hands were the next most 
affected; then the ears. If the patient knocked the back 
of the nails at work "blood blisters formed and the nail 
came off." The palms had never been affected; the soles 
were affected from the thirteenth to the eighteenth year. 
At times bullae appeared where the collar rubbed the neck 
and where the sleeves pressed against the axillae. Bullae 
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were always worse in warm weather. They were affected 
by the general health. When he felt well they were less 
frequent. Bullae arising on the upper part of the body 
gave no subjective sensations till drying up. On the legs 
they were preceded by intense itching, which subsided as 
the bullae formed. The nails were dark colored, ribbed 
and thickened, some having terraced free edges. General 
health was below the average. He had no definite organic 
disease, but was easily tired and found standing at work 
"a burden.^' He used to feel cold intensely, but rarely had 
chilblains. His two children had no dermatosis. 

Urticaria Pigmentosa is reported by Wallace Bentley^ 
in a 7-months-old babe. This dermatosis is characterized 
by the occurrence of yellowish or brownish, or buflf-colored 
macules or wheal-like nodules, showing themselves usually 
(but not invariably) in early infancy — commonly before 
the third month. The nodules, pea-sized or larger, come 
out in fresh crops every few days, until a large part of 
the body becomes involved. Each nodule, unlike an ordi- 
nary wheal, persists for a long period — ordinary evanescent 
wheals are usually easily produced by friction of the 
nodules (factitious urticaria) and also by irritation of 
the intervening apparently healthy skin. The skin of all 
parts of the body may be involved, and even the buccal 
mucous membrane. Three forms occur: the nodular, the 
macular (in which the lesions are scarcely raised) — 
macules may result from subsiding nodular lesions, and 
the mixed nodular and macular — the commonest form. 
Three stages occur: (1) The stage of development and 
increase, during which fresh nodules come — this lasts 
about a year; (2) the stationary stage; and (3) the stage 
of decline. Itching, with typical urticaria wheals, is 
common, but may be absent. The patients do not appear 
to suffer, and the general health is good. The main char- 
acters are: Origin in early infancy as a rule — to which 
there are exceptions. Occurrence of nodules — ^yellow, 
brown, or buff-colored ; these nodules persistent ; pigmenta- 
tion persistent. The presence of factitious urticaria, most 
easily produced at the site of the nodules. The factor 

(1) DubUn Jour. Med. Science, May, 1906. 
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underlying this is essentially that underlying dermo- 
graphism. 

Caloifled Skin Nodules in an 8-year-old boy are reported 
by S. M. Tineaschoff and Thomas G. Romanoff.^ At 
three, small hard nodules appeared on the skin of the 
felbow. The boy had previously had maculo-erythematous 
eruptions general in distribution at intervals. There was 
no fever, but intense itching and sweating. Once there 
was knee and elbow pain, but chiefly fever and delirium. 
After a month there was stiffness in the affected joints. 
The subcutaneous nodules increased in number about the 
knees and anterior aspects of the thighs and legs. They 
were painless, cartilaginoid, and were imbedded in the 
skin, or immediately beneath. Some opening without in- 
flammation, oozed thick creamy drops. They healed up 
without scar. At seven, some growths were walnut-sized 
and painful on pressure. Under antisyphilitic treatment 
(for which there were no specific indications) the patient 
improved. At eight, the nodules were numerous, grouped 
particularly near joints and often adherent to tendon 
sheaths. Bacteriologic results and injection consequences 
to animals were nil. Histologically, the growths were 
connective tissue, calcareous deposits and some granulation 
tissue. There was thickening of the arterial walls, fol- 
lowed by degenerative changes. Calcification of globules 
and connective 'tissue surrounding the arteries occurred. 
Around the fat and connective tissue affected, which is a 
foreign body, giant cells and granulation tissue appeared, 
a network in which were vesicles. The condition was prob- 
ably due to arrest of development at the fetal senescent 
period, causing a check to the bone-forming cutaneous 
function of the sharks. The head retains this bone form- 
ing function in the fetus and its arrest causes microcephaly 
and durencephaly, as the dermal bones thus formed supply 
the deficiencies of the chondro-cranium or primitive fetal 
skull. Arrest of the skull at the period when this bone 
forming function was potential would generally produce 
the condition described. The teeth are survivals of this 
calcifying power of the skin and were, as Minot^ has shown, 

(1) Roussky Vratch, May 5, 1906. 

(2) Embryology. 
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primitively skin organs which played an important part in 
the genesis of the skeleton. 

Acne. The earliest true lesion, according to C. M. Wil- 
liams/ is the comedo, a development of a still earlier form ; 
the enlarged pilosebaceous follicle, pouring its thin, oily 
secretion over the skin, and forming the essential lesion of 
seborrhea oleosa; familiar condition, with thick, coarse, 
shiny, greasy skin, noticeable particularly on the middle 
of the face, over the sternum and between the clavicles, 
losing gradually its characteristic features and becoming 
more and more nearly normal toward the lateral surfaces 
of the body. Closer examination shows enlarged openings 
of the sebaceous follicles, from each of which a soft, thin, 
wormlike body can be expressed. This sebum squeezed out 
thin between two slides, the fat removed by washing with 
a little ether, the smear then blue, will show millions of 
the seborrhea bacillus of Sabouraud. If the fat cylinder 
middle has been used, this bacillus will be unmixed with 
other bacillus. In many patients seborrhea oleosa persists 
unaltered, but in others occurs a gradual change. The 
superficial epithelium becomes thicker, encroaching some- 
what on the follicular openings. That lining the follicles 
shares in the same process, constantly exfoliating and con- 
stantly renewing itself from beneath, and this mass of 
partially cornified cells, pushed towards the surface by the 
overflowing sebaceous matter, is thrown into folds and 
wrinkles which finally block np completely the mouth of 
the follicle. This is the beginning of the comedo. Forma- 
tion of sebum and proliferation of cells continues, until the 
diameter of the mass is many times that of the original 
plug. This comedo, the common blackhead, contains in its 
center a pure culture of the seborrhea microbacillus. 
Secondary infections with other organisms soon occur. The 
most common is the micrococcus, which grows into gray 
colonies when cultivated. Coincident with this the papule 
changes into a pustule — superficial if the inflammation 
spread from the upper part of the comedo, deep if it spread 
from the lower. This coccus is found in the majority of 
fresh acne pustules. Sometimes, more especially in old 
deep lesions, Sabouraud^s bacillus is found by itself, with- 



(1) Med. Record, July 22, 1906. 
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out secondary infection. Whether in such cases the suppu- 
ration is caused by the bacillus itself or by cocci which 
disappear after their work, is unsettled. These secondary 
aflfections, an essential part of all acne except the simple 
comedo, show the intimate relationship between acne and 
dermatitis seborrhea. The micrococcus, the commonest bac- 
terium of the secondary infections, found in dermatitis 
seborrhea, may cause it. 

Penis Herpes Zoster has been rarely demarcated from 
herpes progenitalis. J. A. Hawkins,^ who reports a case, 
has seen but three cases in fourteen years' dermatologic 
practice. The condition may result from congestion or sub- 
acute seminal vesiculitis, but is usually due to arthritism. 
The first symptom of penis zoster is pain of a shooting or 
stabbing character, beginning in the perineum on the 
affected side and radiating to the corresponding side of the 
penis, usually into the glans. After a day or two of 
intermittent paroxysms there is severe burning and tender- 
ness of the skin or foreskin, with frequent desire to mictu- 
rate, usually within twenty-four hours after the eruption 
appears. At times the disease is interrupted in its course. 
The heat and tenderness subsides without eruption. For 
the eruption nothing need be given internally, but a simple 
dusting powder or one containing a grain of camphor to a 
drachm of phenacetin and sodium salicylate, of each four 
grains in capsule with plenty of water, every half hour for 
three hours, then every four hours, give good results. The 
bowels should be kept open with salines. Sitz baths for 
periods of twenty to thirty minutes, keeping the water at 
as high a temperature as possible or even soaking the penis 
in hot water, give great relief. 

Mercuric Chlorid Dermic TTntoward Effects. E. Bellan- 
ton^ reports the case of an Italian girl with submaxillary 
gland which was incised and was treated with 1 — 1000 
mercuric chlorid solution. Wet gauze dressing, the same 
solution being used, was bound on. The next day the skin 
of the axilla, adjoining thorax, and submaxillary region 
was scarlet and covered with small pustules. It appeared 
like a burn of the first degree. Under cleansing with 



(1) Amep. Jour, of Derm., November, 1906. 

(2) Lancet, June 30, 1906. 
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sterile water, bismuth applications, and dry sterile gauze 
the lesions healed in a few days. 

Hnltiple Dermio Neuromata are reported by W. E. Dur- 
nalP in three cases. These were multiple, hard, spindle* 
shaped masses, varying from the size of a small pea to that 
of a walnut, distributed along the course of a single nerve, 
of all the nerves of an extremity, or even of the whole body. 
Originating from the connective tissue of the nerve sheaths 
the tumor usually contained within its substance nerve 
fibers included by the tumor in the course of its develop- 
ment. 

Eczema presents, according to J. M. H. MacLeod,^ the 
following phases : The initial erythema, which is transient 
and sometimes absent. The papulo-vesicles and the patches 
they form. The itching, burning and secondary results of 
rubbing and scratching. The oozing and formation of a 
crust. Desiccation, desquamation and healing. These vary 
in different individuals, owing to location of lesions, type 
of skin affected and previous dermato-pathologic conditions. 
According to MacLeod the balanpe of evidence is against 
the theory that eczema is due to a parasite. He accepts the 
toxin theory and divides the cases so produced into two 
classes. First, those due to external irritants, such as trade 
eczemas, those from toxic plants from sugar, from anti- 
septic dressings like iodoform and from various drugs. 
Here the irritant acts directly on the skin, causing a 
dermatitis. In MacLeod's opinion, recurrences without 
the irritant are somewhat opposed to the theory of its 
influence. Here MacLeod ignores the production of local 
predispositions through the operation of the rhythmic law 
of the nervous system. The second class originated from 
toxins in the blood, derived from the alimentary tract, 
which have long been known to cause the erythemas. Once 
the eczematous habit has been established, various food 
toxins and products of imperfect metabolism readily pro- 
duce new outbreaks. Gout, diabetes, rheumatism, obesity, 
and scrofula are predisposing factors. 

HvoosiB Fnngoides of five years' duration is reported by 
G. ¥. Jackson* in a 33-year-old woman. There was at first 

(1) Medical Record, July 21, 1906. 

(2) Practitioner, July, 1906. 

(8) Jour, of Cut Dis., June, 1906. 
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a general eruption of dull brownish red, with ill defined 
patches of various sizes and shapes. The eruption was 
macular and scaly with but slight tendency to tumor for- 
mation. Pruritus was marked. X-rays controlled the 
pruritus and caused disappearance of the lesions but pro- 
duced hyperpigmentation and exfoliating dermatitis. One 
month before the patient died, five years after the onset of 
the disease, the intermittent fever stopped but an uncon- 
trollable diarrhea occurred. The skin had become normal 
except as to pigmentation. 

Orannlosis £ubra Nasi, a disease affecting the sweat 
glands of the tip of the nose, is caused by excessive sweat- 
ing of scrofulous children, according to H. G. Anthony. 
It was described by Luithlen, in 1900, and named by 
Jadassohn. It is always associated with the pyogenic form 
of scrofula. The eruption consists of pin-point to pin-head 
size bright red points at the mouths of the sweat glands. 
In some cases the entire tip of the nose presents an addi- 
tional hyperemia. The disease is usually called acne 
rosacea by nose and throat specialists, who overlook the 
fact that acne rosacea does not occur in childhood. 

Oclironosis is reported by F. M. Pope^ in a 67-year-old 
woman who had, when first seen, a large ulcer on the right 
leg which had existed for 12 years and had been con- 
tinuously dressed with a strong carbolic lotion. The dis- 
coloration had existed for five years. The face was colored 
a dark brown. Inside the lips were patches of blackish 
discoloration. The ears presented a bluish appearance. 
The hands also showed a bluish discoloration. There was 
a small bluish-black pigmented patch on each conjunctiva 
about midway between the inner carithus and iris. There 
were signs of a cavity at the apex of the right lung and the 
patient was much emaciated. Her mother had suffered 
from pulmonary tuberculosis. The urine was almost black 
in color ; it gave a dark brown precipitate with liquor f erri 
perchloridi and a slight white precipitate with bromin 
water. No sugar or copper-reducing substance was present. 
The urine varied in color every day. Gangrene of the toes 
came on. The patient died in a few days from exhaustion. 
Necropsy revealed a dry cavity in the right lung apex. 

(1) -Lancet, Jan. 6, 1906. 
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The suprarenal bodies were hard and dark in color. The 
rib cartilages were stained bluish-black ; the color was more 
marked in the central area than at the periphery. The 
cartilages of the ears were bluish-black. The intervertebral 
cartilages were not examined. The patches of pigment in 
the eyes were seen to be due to a deposit of pigment in the 
superficial layers of the sclerotic. The skin of the ear was 
normal, no pigment present. The cartilage was pigmented 
throughout its substance, the color being darkest exter- 
nally, especially in the perichondrium. 

Skin of Finger. Epithelium had the ordinary structure 
and arrangement of a skin surface. No pigmentation of 
the Malpighian layer. In the true skin were irregular 
masses of fibrous tissue. These bands crossed and inter- 
laced with one another and were of a dark-brown color in 
the central part. The bands were pure fibrous tissue; no 
striation or nuclei are visible. The pigment is confined to 
these bands, it is not granular and is evenly distributed 
through their substance. Twelve cases thus far reported 
are given in the annexed table. (See pages 32-33.) 

Pick^ has since reported a case in a 77-year-old woman. 
There was pathologic brownish-yellow to black staining of 
tissues, especially the cartilages, tendons, arteries, kidneys 
and the skin of the face was dark brown. All the carti- 
lages, etc., were brown or black. The patients had used 
carbolic acid freely on chronic leg ulcers. Pick is inclined 
to regard the ochronosis as possibly sometimes the result 
of chronic carbolic acid intoxication. 

Structure of Moles, — W. S. Fox^ supports Unna's epi- 
thelial origin theory as opposed to von Recklinghausen's 
hypothesis that they are endotheliomata which grow from 
the endothelium of the lymph channels. According to 
Unna, the cell nests having formed, instead of passing 
upward in the normal process of desquamation, for some 
unknown reason burst through the intervening epidermal 
cells below them, and are seen situated on the upper surface 
of the corium. Young connective tissue cells at once grow 
around the nest, cutting it off as if it were a foreign body 
and separating it from the epidermis. The wound caused 
by this bursting through the basal layer of the epidermis 

(1) Berlin kiln. Woch., Nov. 19, 1906. 

(2) Brit. Jour, of Derm., March, 1906. 
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appears to heal and the whole process is continued as long 
as the mole continues to grow. These "snared ofiE'^ cells 
then collect into parallel columns by the lateral pressure 
of collagen, which is usually not seen between the indi- 
vidual cells. Fox concludes that in moles which show 
typical columns of naevus cells the cells are epidermal in 
origin. A rare variety of soft moles exists which show no 
typical naevus-cell arrangement, and whose origin is uncer- 
tain, possibly mesoblastic. The majority of cases of naevo- 
melanoma are naevocarcinoma. Melanomata do arise in the 
skin entirely apart from moles. The pigment appears to be 
closely connected with the prime cause, by reason of which 
moles become malignant. 

Bityriaais Bubra Pilaris is, according to M. L. Heidings- 
feld,^ from a clinical and therapeutic standpoint, well dif- 
ferentiated from lichen ruber acuminatus. It is essentially 
a folliculitis, and the chief, pathologic change is an intra- 
foUicular keratosis. In one case pathologic examination 
was made during the clinical stage of keratosis foUicularis 
revealing hair-follicles in various stages of extrusion upon 
the free surface of the skin, constituting a unique patho- 
logic finding. The errectores pilorum are constantly in a 
state of hypertrophy, in natural accordance with the clin- 
ical symptoms, rigor, and cutis anserina, which accompany 
the affection. 

Sinons Seborrheic Eczema is reported by T. C. Fox^ in 
a 11-year-old boy. The scalp had been encased in dry, 
white, coherent scales for some years. The child had 
pediculi capitis. The follicles of nearly the entire trunk 
were congested, projected, and capped by a scaly crust. 
Projected from many of the follicles were seen spines, 
about one-sixteenth of an inch in length, which on extrac- 
tion showed a short intraf oUicular plug. The spines were 
more of a scaly nature than in lichen spinulosus. The pro- 
jecting follicles had healthy areas of skin intervening. In 
addition to the follicular involvement there were fawn 
colored patches, consisting, however, of closely set follicular 
lesions and some of them were covered with impetiginous 
crusts. The spine consisted of single flat epithelial scales, 
with but little debris, and no fat globules. In stained 

(1) British Jour, of Derm., September, 1906. 
<2) Jour, of Cut. Di8., August, 1006. 
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specimens most of the cells retain their nuclei. Culture 
from a whole plug, in broth, showed cocci, single and in 
groups of twos, also long chains and twos of streptococci, 
finer and less deeply stained. 



CHAPTER III. 

THEEAPY OF THE DEEMATOSES. 

Hoser't Polyralent Scarlet Fever Sernin has been 
employed by J. V. Bokai^ in 21 cases; 17 recovered, 4 
died. The serum injection improves the general condition 
favorably within twenty-four hours. This occurs whether 
the temperature fall quickly or slowly. The cerebral 
symptoms diminish almost at once. The eruption pales 
quickly and visibly; in early cases the injection aborts it. 
The temperature declines quickly during the first twenty- 
four hours. In Bokai's seventeen cases collapse symptoms 
were never observed. The pulse and cyanosis improve 
proportionately. The pharyngeal necrosis is always fav- 
orably affected; in only one case did it spread deeper. 
Complications : glandular suppuration occurred six times, 
otitis media three times. The kidney complications 
seemed favorably affected by the serum. Serum exanthe- 
mata were observed twelve times, but never of grave type. 
Bokai emphasizes his opinion, expressed two years ago, 
that Moser's polyvalent scarlet fever serum acts as an 
antitoxin in scarlatinal invasion. 

Serum Therapy in Erysipelas is discussed by Jas. C. 
Ayres,^ who reports 23 oases. Of these three patients 
died (99.10 per cent.). One, an infant, died on the eighth 
day of the migratory form of the disease; the second, of 
lobar pneumonia, and the third, of wet brain. Only those 
patients received the serum who were admitted to the 
hospital on or prior to the third day of the disease. An 
administration after that period is useless. Average dura- 
tion of disease under these conditions was 6 8-10 days. 
Based on the period at which treatment was begun, it was 
as follows : 



(1) Jahrb. f. Klnderliell., Vol. LXII, 1005. 

(2) Medical Record, Aug. 26, 1905. 
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First day 2 cases, duration 7 1-2 days 

Second day 10 cases, duration 7 days 

Third day 21 cases, duration 6 9-10 days 

Desquamation began on an average of 3-6-10 days after 
the first dose of serum. Amount of serum used in each 
case averaged about 20 c.c, given in one or two doses. 
Initial leucocytosis was uniformly high, averaging 17,540, 
while counts made on the day of desquamation gave an 
average of 8,500. Initial albuminuria was present m 40 
per cent, of the cases, over one-half of which cleared up 
the second day after the serum. In the remainder, 
albuminuria persisted at the time of the patient's dis- 
charge. Of these cases thirty-two were of the facial type 
and one migratory. Most of the latter type of cases occur 
in infants. They almost invariably terminate in death. 
The facial types predominate in the winter. In the sum- 
mer the disease is located on the extremities in many 
cases. The average duration of the disease was 6.8 days, 
as against 7.6 days in previous series. In first series of 
79 cases treated by the older methods, the average dura- 
tion was 9.4 days. This shortening of the average dura- 
tion of the disease by 2.6 days shows the value of this 
treatment. The general amelioration of subjective symp- 
toms after its employment is in its favor, as likewise is the 
effect on the febrile form of albuminuria present in such 
a large percentage. 

Treatment of Cutaneous Leprosy. Cutaneous leprosy, 
according to IJnna,^ is due to bacilli which so weaken 
dermic tissues and nerves that they cannot be expelled. 
They enter lymphatic fissures of organs suspending thereby 
metabolism. The great obstacle to treatment is the fat 
solidification ; the bacillus is likewise surrounded by a glue 
of dead bacilli containing fat. Unna orders hot baths of 
sulphur and sodium or potassium and the ink bath (of 
ferrous sulphate and tannic acid). He also employs 
washing with carbolic acid and green soap, massage, local 
use of pyrogallol, resorcin, chrysarobin and ichthyol and 
later the Eagnelin cautery. Finally he uses ichthyol, cam- 
phor, salicylic acid and chaulmoogra oil. This is given in 

(1) Monatschr. f. Prakt. Derm., June 15, 1906. 
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keratinized pills of zynoeardia soap or it may be given in 
water or milk. Hypodermic injections are painful and 
have unpleasant secondary results. 

lodin in the DermatoMB, The general revival of iodin 
has affected dermo-therapy, G. C. Kinnaman* finding that 
iodin in watery solution not only possesses very great 
antimicrobic power but also is able to penetrate deeply 
into the skin. He uses it in dermatoses where a para- 
siticide or an antiseptic is indicated. The formula is as 
follows : 

lod. crystallin 2.5 grammes 

Natr. iodid 3.5 grammes 

Aquae destill 250 c.c. 

In some cases this solution was diluted, but it was never 
made stronger than the above (1 per cent.). It was 
applied either with a pledget of cotton on a tooth pick, 
making the application from one to three times a day, or 
upon a compress (1 to 200 solution for erysipelas), which 
was left in position for half an hour at a time, twice a day. 
Applications of the 1 per cent, solution were continued 
until localized dermatitis resulted, when frequency or 
solution strength was decreased. A mild mercurial oint- 
ment was then substituted and some favorable results were 
obtained in tinea sycosis, folliculitis barbae, tinea tonsurans, 
f avus, and erysipelas. In another group of cases the value 
of iodin as a tissue stimulant and promoter of phago- 
cytosis was shown in addition to its antiseptic properties. 
In the second group were cases of varicose ulcers and 
specific ulcers. In these compresses of 1 to 200 iodin 
solution were used for fifteen minutes every second night, 
followed by dry aseptic gauze dressings: Improvement 
here was marked. 

Neck Lyphoma Bemoval in Lupus Erythematosus suc- 
ceeded in a case reported by Delbasco.^ A young man for 
several months had shown severe lesions of lupus erythe- 
matosus upon both cheeks and ears. After removal of a 
large lymphatic gland from the neck the eruption on the 
face gradually disappeared. Tubercle bacilli were found 

(1) Amer. Jour, of Derm., December, 1005. 

(2) Deutsche med. Woch., Dec. 14,-1905. 
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in the gland. The only treatment to the face was daily 
exposure to the sun for several months. The general con- 
dition greatly improved in this period. 

Treatment of Acne. According to C. M. Williams/ in 
acne the two factors are Sabouraud^s seborrhea bacillus 
and (a most common predisposing cause of acne) indi- 
gestion, accompanied with constipation. Treatment is the 
same, whether acne be present or not. Often the fault lies 
in diet error or faulty habits of eating, of which the 
patient is unconscious. The meals may be taken too rap- 
idly, the interval from a light meal to a hearty one may 
be too long or that between two hearty ones too short, or 
the evening meal may be too hearty and taken too near 
bedtime to allow full digestion. The diet must be 
adapted to each patient — some must be very careful, others 
may be liberal. If the digestive organs be competent food 
limitations are not necessary, while if they be weak, certain 
foods are apt to give trouble. Among these are oatmeal, 
cream and sugar taken with cereals, fresh hot bread, fried 
food of all kinds, especially if poorly fried, so as to be 
soaked through and through with grease; pastry and 
cake, griddle cakes, candy, nuts, cheese and chocolate. 
Excessive meat is equally bad. Eegular habits of stool 
are indispensable. In women, sexual organ disorder is a 
very common cause of acne. In many women with no 
apparent disease or with dysmenorrhea alone, menstrua- 
tion is marked by a fresh outbreak. Such cases are rebel- 
lious to treatment, unless the genital disorder be first cor- 
rected. In many cases ergot, hydrastis, viburnum, or 
regulation of stomach and bowels relieve menstrual dis- 
order, and also acne ; in others, radical measures are neces- 
sary. Until sexual functions are normal local treatment 
effects but temporary improvement. Scrofula presents a 
distinct group of cases with definite symptoms — a thick, 
oily, pasty skin, a plentiful growth of hair, a rather thick 
neck, lymph glands slightly enlarged or enlarging on slight 
provocation; frequently with overgrowth of lymphatic 
tissue elsewhere, as in the pharynx; usually a mild grade 
of anemia, and more or less physical and mental lassitude. 
These patients should be kept out of doors as much as pos- 



(1) Meaical Record, July 22» 190e. 
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sible and preferably at the seashore. Their room should be 
thoroughly aired. Exercise, without fatigue, must be in- 
sisted upon. Diet should be liberal but simple. Iron, 
arsenic, iodids and cod-liver oil are useful. Anemic cases 
demand appropriate treatment. There is a large group 
where the whole organism is weakly and liable to 
suflEer from the slightest causes. Local treatment is most 
important. Go into every point in the care of the skin, 
and go over every part of the affected skin in making 
applications. The patient should wash the face two or 
three times daily with cold water, without soap, using no 
washcloth, but the bare hands, and then dry thoroughly 
with brisk rubbing. If there be acutely inflamed parts, 
these should be avoided in rubbing and should never be 
squeezed or pricked. Such traumatism increases irritation 
and spreads infection. Cold water and frictions are powerful 
stimulants whose cleansing action in ordinary cases is quite 
sufficient. Hot water, applied at night for a very few min- 
utes where there is much inflammation, is of great service. 
Its routine daily use leaves the skin coarse and relaxed. 
Soap, though very valuable in some cases, is generally to 
be avoided. The face should be protected against undue 
exposure, especially to strong winds, to dust, and to hot 
dry air, as over a fire. The effect of this last in conjunc- 
tion with dust appears in the Southwest, where acne is 
unusually common. 

Topical applications must be varied to suit the stage of 
the disease and the skin quality. If this be sensitive, or 
if there be much inflammation, begin with a soothing lotion, 
like milk of magnesia somewhat diluted, or one containing 
calamin, zinc oxid and lime-water. After a few days of 
this and from the start in ordinary cases, the strongest 
applications should be used. Sulphur is most generally 
useful in acne. Its action may be varied enormously by 
using powder, lotion or salve, by using different strengths 
of each, by leaving them in place a longer or a shorter 
time, and by alternating with bland applications. For 
routine use, dissolve one drachm of potassium sulphurata 
in two ounces of rosewater, one drachm of zinc sulphate 
in two ounces of rosewater, and mix the two solutions, when 
a white or slightly yellowish precipitate of sulphur will be 
thrown down. Shake thoroughly, pour a little into a 
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saucer and with a clean cloth gnch as an old handkerchief 
Bop it all over the diseased area and let it dry on. The pa- 
tient should do this every night on going to the room, and 
just before getting into bed, leaving the double coating in 
place all night. In the morning, wash with cold water, dry 
with brisk rubbing and immediately apply the lotion as 
above. The white powder is somewhat unsightly, but 
should be allowed to remain as long as possible. Wipe the 
excess off if necessary with a moist cloth. For each applica- 
tion a fresh portion of lotion should be poured out, and a 
fresh cloth used, for cleanliness and to prevent reinfection. 
In stercoremic acne, J. W. Wiltse^ advises Startin's 
acid mixture, a modification of that of Sir Andrew Clark,* 
used in stercoremia. 

^ Magnes. sulph 5 i 

Ferri sulph 3 i 

Acid sulph. dil 3 iv 

Inf. quassia, q. s. ad 5 iv 

M. S. — Tablespoonful in a goblet of water on arising. 

This mixture has been found to exercise a decidedly 
beneficial influence on acne underlain by constipation and 
its results. 

Acne Papulosa of the Back and Shoulder. J. V. Shoe- 
maker* advises that the gastrointestinal tract be treated 
first. Diet and bathing are of great importance. Inter- 
nally he prescribes : 

l^ Tinct. nucis vomicae ) ^^ r-^ 

Acid nitrohydrochloridi diluti J- • • -aa 15 c.c. or f J ss 
Fluid extract xanthoxyli ) _ . . ^ . 

Fluid extract lappae \ '\ ^^^^ ^'^' ^^ ^ 5 1 

M. Sig. — One teaspoonful after each meal. 

For an external application : 

!9 Sulp. precipitati 2 grams or grains xxx 

XJng. zinci oxidi aa 7.50 grams or 3 ss 

M". Ft. Ung. S. — Apply locally twice daily. 



! 



1) Albany Med. Annals, November, 1906. 

2) Medical Standard, III, 1888. 

3) Med. Bull., April, 1006. 
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Pilocarpin in Prurigo is injected by Simon^ (0.005 
grams in distilled water) once daily. Itching in a few 
days diminishes and then disappears, but may relapse. 
Sometimes a syrup is given (jaborandi leaves, 3 parts; 
sugar, 18 parts; water, 15 parts) in doses of two or three 
spoonfuls a day in place of the pilocarpin injections. 

Chrysophanic Acid in Psoriasis, Eczema, Herpes cir- 
cinatns, and Sycosis, has been discussed by C. F. Fox.^ 
In psoriasis it has decided but limited value. Its effects 
in eczema and herpes circinatus were excellent. In sycosis 
after epilation the acid changed the chemical character of 
the pustule, thus killing the germ. Fox employs: 

Acid. Chrysophanic 10 parts 

Acid. Salicylic 10 parts 

Ether 15 parts 

Collodion 60^ parts 

This is painted over the patches daily until they dis- 
appear and smooth skin results. It is contraindicated 
where the skin is irritable and congested patches increase. 
It will discolor the hair. 

Chromic Acid in Dermatology. Sabouraud^ calls atten- 
tion to the use of chromic acid. In syphilitic glossitis, 
with fissures and irregularly tesselated surface, application 
is made twice weekly to the ulcers and rhagades. In 
syphilitic or venereal, or renal or genital vegetations, appli- 
cation of pure chromic acid causes prompt shriveling and 
disappearance. It should be applied with the greatest 
care, without any excess. In the hands of those who are 
not experienced in its use, a 20 per cent, solution is pref- 
erable. Third, in plantar bromidrosis, a 4 per cent, crys- 
tallized chromic acid solution is applied like tincture of 
iodin, by a little absorbent cotton, which moistens the 
entire surface, particularly the interdigital folds and under 
the toes. This is repeated every day, then every other day ; 
finally every third day. The results are immediate, the 
fetid odor at once disappears. Applications should never 
be made more than once daily. 



(1) Jour, de Med. de Paris, April 8, 1906. 

(2) Jour. Amer. Med. Assoc, June 18, 1006. 
(8) La CUnlque, May, 1006. 
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Bemoval of Tattoo Harks. Variot^ recommends a sim- 
ple method of removing red or blue tattoos. In adults 
a superficial eschar is made as follows : The skin is well 
moistened by a strong solution of tannic acid applied by 
means of a piece of absorbent cotton. This promotes anti- 
sepsis and checks bleeding. A bundle of three or four 
needles is then used obliquely to pick the surface of the 
spot, introducing the needle so as to tear the epidermis. 
The punctures should be made close together. The surface 
is rubbed with a crayon of silver nitrate with considerable 
force. The eschar is then painted with an ethereal solution 
of tannin, and is kept dry for a couple of weeks. The 
derma then separates without suppuration. The tattoo 
marks fall oflE with the eschar, leaving a red spot, which in 
the course of time, as it pales, becomes gradually less 
noticeable. 

Treatment of Eczema. Kromayer^ employs in acute 
cases ointments which protect the skin and absorb secre- 
tions. To these are added medicinal substances. Chronic 
cases (in which tar is indicated) and those called pri- 
marily chronic (in which sulphur should be used) should 
be differentiated. In the first Kromayer finds anthrasol 
of value; in the second, pyrogallic acid and chrysarobin 
seem more active than sulphur. Thiol and thigenol are 
good sulphur preparations. Pruriginous eczemas are most 
obstinate, especially when accompanied by chronic derma- 
tosis, and eczema occurs in exacerbations. Kromayer em- 
ploys lenigallol (a pyrogallic acid of diminished toxicity) 
in 10 per cent, zinc oxid ointment. This should be 
applied at the beginning of the exacerbations. As those 
are ameliorated, 10 per cent, of anthrasol is added; later 
a 10 per cent, anthrasol ointment finishes the treatment. 

Vormal Salt Solutions in Acute Eczema have been 
employed with success by Chambers.® Cheese cloth — 8 to 
10 thicknesses — is moistened with the solution and applied 
to the patches. To prevent drying the moistened dressing 
is covered with oiled silk. The dressing should be changed 
twice a day if the eczema is impetiginous. Boric acid in 
sufficient quantities to the normal saline solution to make 

New York and Philadelphia Med. Jour., April 21, 1906. 
Berlin klin. Woch., June 16, 1906. 
British Med. Jour., Oct 6, 1906. 
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about 1 to 60 is used. At each change of dressing the 
affected parts are washed with the solution. As soon as 
the skin color, smoothness, absence of crusts, etc., shows 
diminished inflammation and improved keratinization. 
Chambers discontinues the dressing and applies a soothing 
ointment, such as Lassar's paste. Mildly stimulating oint- 
ments may be required later. 

Dry Cups in Herpes Zoster should, according to M. 
Leale,^ be applied over the ganglia of the posterior roots 
and over the points of emergence of the nerves involved. 
In properly applying the cups it is necessary to have at 
least a general idea of the location and the relation of 
the spinal nerves, and the areas which they supply. In this 
connection it is well to remember that a ganglion is devel- 
oped on the posterior root of each of the spinal nerves, and 
that they are situated in the intervertebral foramina exter- 
nal to the point where the nerves perforate the dura mater. 
This is the case with all the spinal ganglia, with the excep- 
tion of the first and second cervical, the sacral, and coc- 
cygeal, which show slight variations in locations, which 
variations for all practical purposes in this connection can 
be disregarded. 

Sesinated Solution in Lupus is advised by M. Lortet.^ 
The solution is made as follows : 

Sodium chlorid 40 grams 

Sodium sulphate 50 grams 

Sodium carbonate 60 grams 

This is dissolved in three-quarters of a litre of water, 
the solution is then brought to ebullition, and there is 
added : Myrrh, 50 grams ; Olibanum, 50 grams, and Odel- 
lium, 50 grams. The resulting soap is shaken up before 
being employed. Lortet claims to have had remarkably 
efficient and rapid results from its employment. 

(1) New York and Philadelphia Med. Jour., Aug. 15, 1905. 

(2) Lyon Med., Dec. 3, 1905. 



CHAPTEE IV. 

ACTINOTHEBAPY AND EADIOTHEBAPY. 

High Preqnency Spark in Xanthoma. Xanthoma, ac- 
cording to C. W. Allen/ is a yellowish-white discoloration 
on the vermilion border of the lips or elsewhere, confined 
chiefly to the epithelial cells.^ The protoplasm degenerates 
into a substance allied to but not identical with keratohya- 
lin. The high frequency spark gives good results with 
slight pain and rapid effects. Most patients treated were 
syphilitic. He uses a static machine and a hyperstatic 
transformer, a large carbon electrode, a spark gap of two 
inches, and a contact spark of about an eighth of an inch. 
Two or three sittings are usually suflBcient. 

Dermic Effects of X-Kaye have been beneficial, accord- 
ing to Bruhns,^ in chronic dry eczema, chronic circum- 
scribed neuro-dermatitis, verrucous lichen ruber, favus, 
sycosis, furunculosis, psoriasis, hypertrichosis and warts. 

In X-Bay Treatment of Scalp-Biiigworm, a soft tube, 
according to W. C. Cramm,* will give best results, but 
from difficulty in keeping a tube in this condition, if run 
three or four hours consecutively, he employs a tube of 
from four to six inches, alternate spark length, which 
maintains its vacuum fairly well. No ill effects have been 
noted. X-rays, when carefully and judiciously used, reduce 
treatment of scalp-ringworm from years to months, with 
slightest possible danger. 

Sichel* states that up to December 7, 1905, he has had 
102 patients under treatment. Of those 67 are still under 
care, as he does not discharge patients until the hair has 
not only ceased to fall out but has shown regrowth. Of 
the remaining 35 cases, 30 were ringworm and 6 alopecia 

(1) Med. Record, Sept. 28, 1906. 

(2) Berlin kiln. Woch., Feb. 5, 1906. 

(8) Dublin Jour. Med. Science, May, 1900. 
(4) British Med. Jour., Feb. 3, 1906. 
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areata. Of the alopecia areata eases 4 are recoided as 
cures. One case was just beginning to grow, but did not 
attend again to be seen. Of the 30 ringworm cases, 11 
were cured, 10 were failures, 9 ceased to attend before a 
definite verdict could be pronounced.* Among the 102 
cases was one of x-ray dermatitis which will result in per- 
manent baldness. This case occurred among the very 
latest patients. Sichel thinks that a mishap like this, 
occurring at the end of 102 cases, vividly illustrates the 
dangers of this method of treatment. Of 30 cases of ring- 
worm which were discharged, 9 have disappeared on their 
own responsibility without conclusive result; of the remain- 
ing 21, 11 have been cured and 10 failures. SicheFs 
successes in x-ray treatment of ringworm are about 50 per 
cent. No other treatment of ringworm can claim such a 
result. Against this, in 102 cases Sichel has had one bum 
which will result in permanent baldness. The advautage 
of the x-ray treatment is that a singularly intractable dis- 
ease, at a time of life singularly important from an edu- 
cational and developmental point of view, is eradicated. It 
is only in localized ringworm that such a result can be 
expected; if it be generalized or in scattered patches all 
over the head, more than one treatment is necessary. In 
successful cases depilation should occur three weeks after 
treatment. The hair should be growing well in three 
months. A cure may be looked for in six months. This 
result against other treatments is six months against six 
years (if lucky) or more. Sichel adopts the following 
technique: The patienfs scalp is kept 6 inches from the 
anode. The tension of the x-ray tube is kept as nearly as 
possible at the equivalent of an electric spark of 3 inches 
in the air. The amount of current in the secondary circuit 
is 0.20 to 0.30 milliampere. Sabouraud's pastilles are used 
as a check. The time — ^unless Sabouraud's pastilles have 
changed before — ^is not to exceed in some cases twenty, in 
others twenty-five minutes. A tightly fitting lint cap is 
fitted on the child^s scalp, and on this is marked out an 
H., which divides the scalp into two lateral, a medio- 
frontal and an occipital area. These areas are treated one 
after the other for the time specified, the spaces not exposed 
being protected by fairly thick lead foil, which is held in 
place by a coarse elastic net. The child is then seated as 
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comfortably as can be in a chair^ and kept still during 
the radiation, which exerts decidedly somnolent effect on 
most children. Some seem to change more quickly than 
others. With light haired, delicate looking children, the 
shorter limit of twenty minutes is sufficient; with dark 
haired, strong and older children, and in cases of parasitic 
alopecia areata, the limit may be extended to twenty-five 
minutes. 

J. H. Quevira^ states that x-ray treatment of scalp- 
ringworm is attended by certain risks avoidable by proper 
precaution. When a sufficient dose has been given to an 
area of the hairy scalp, the hairs begin to fall off at the 
end of a fortnight, and at the end of three weeks the patch 
is completely bald. If this dose be exceeded, inflammatory 
reaction occurs. With heavy doses the reaction may be so 
severe that the hair follicles are permanently damaged. 
With a smaller dose the hair does not fall out. When 
frequent small doses are given, and the operator waits for 
the hair to come out, the scalp has received a fortnights 
more treatment than is necessary to cause epilation. After 
the hair has fallen out the scalp remains bald for some 
weeks. This is a great advantage, because there is little 
risk of reinfection. In most cases the hair starts growing 
again in six to eight weeks after treatment. The beard 
reacts more easily than the hair of the scalp. Where there 
is considerable follicular and perifollicular inflammation, 
the effect of the exposure to x-rays is to increase tempo- 
rarily the severity of the inflammation. The x-rays have 
no lethal effect on the parasite. Their sole virtue is that 
they bring out the hairs with the fungus. Therefore the 
rest of the scalp must be protected against infection from 
the falling hairs. When there are 500 to 600 interruptions 
a minute much better results are obtained than when the 
interruptions are 1,000 a minute. A tube with penetration 
corresponding to No. 6 or No. 7 on Benoist's scale is the 
most useful. The best results are obtained with a spark 
gap of 12 to 15 cm. The "softer" tubes are not suitable. 
The current in the secondary circuit is measured by a milli- 
amperemeter. The general procedure is as follows: The 
patient has a single patch of ringworm. The hair is cut 

(1) British Med. Jour., July 16, 1906. 
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short. The infected area is exposed for a definite time 
to the rays at a distance of 15 cm. from the anode of 
the tube. With the interrupter making 500 interruptions a 
minute, and the conditions as described, sixteen minutes 
is suflBcient to cause complete epilation of the area exposed. 
The exposure is controlled by the Sabouraud pastille. This 
little disc coated with platino-cyanide of barium is placed 
midway between the anode of the tube and the area under 
treatment. When a sufiBcient dose of x-rays has been 
given to produce epilation, the pastille changes from a yel- 
lowish-green tint to an orange. It is essential that the 
pastille be placed exactly midway between the anode and 
the area treated, and that it be not exposed to light, for the 
orange vanishes on exposure to strong light. At the end 
of the sitting the area which has been treated is covered 
with collodion and the patient goes home. Collodion is 
painted on to prevent the rest of the scalp from becoming 
infected. At the end of a fortnight the hair begins to fall 
out, and at the end of three weeks it is completely shed. 
In extensive cases it may be necessary to expose the whole 
scalp. This requires great care to prevent overlapping, for 
if an area get a double dose of x-rays troublesome erythe- 
ma, and possible vesication and ulceration, with risk of 
permanent alopecia, may result. The area treated is marked 
out with iodin, and it is advisable to expose as small an 
area as possible each time, for if a large area be exposed 
the parts in the center get a larger dose of x-rays than the 
margin. This is particularly the case when curved parts 
of the skull are treated. In treating an area 10 cm. in 
diameter, the center of the patch may get a dose 30 per 
cent, larger than received by the periphery. 

Eingworm of the beard is treated in an exactly similar 
manner. The pustular varieties are at first aggravated 
by ray application. The increased inflammation requires 
boracic acid fomentations. Kerion of the scalp does not 
require x-ray treatment. The inflammatory process itself 
loosens the hairs and causes them to fall. Favus is treated 
exactly as the ringworm of the scalp. One hundred and 
fifteen cases included 107 of tinea tonsurans (the micro- 
sporon was found in every instance) and 8 cases of favus. 
The 115 cases required 456 exposures, many cases being com- 
plete epilations, and others requiring treatment of several 
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spots. In 2 cases only was epilation incomplete. In 2 
cases there was slight overlapping; in one erythema re- 
sulted, and in the other vesication. There was no other 
inflammatory reaction which called for treatment. In 15 
cases the hair grew again at the end of one month. In 46 
cases the hair began to grow at the end of two months. 
In 25 cases the hair did not grow until after three months. 
In 2 cases hair did not appear until after four months. In 
21 cases the patients failed to come to the hospital until 
three months had elapsed, and then only when written to. 
Twenty-five cases of sycosis and tinea barbae were treated 
by the rapid method. Epilation was satisfactorily pro- 
duced in ail. 

X-Ray in Buboes. Merxheimer and Hubner^ have had 
excellent results from radiation in venereal and strumous 
lymphatic glands. The ray application should be ener- 
getic with a hard tube. Half-hour exposures should be 
repeated twice weekly. The testicles should be protected 
with lead and the bubo covered with tin to protect the 
skin from injury by soft rays that might escape from the 
tube. Two exposures usually cause disappearance of glands 
of the size of a hen^s egg. After suppuration, treatment 
is not effective. But after evacuation of pus, the x-ray 
acts like the curette, and the wound quickly granulates. 

Light and Skin Cancer. From analysis of reported 
cases, James N. Hyde^ arrives at the following conclusions : 
The skin in a certain proportion of individuals is hyper- 
sensitive to the action of the actinic rays. This hyper- 
sensitiveness is exhibited in hyperemia, pigmentation, 
telangiectasis, atrophy, hyperkeratosis, or cancerosis of the 
skin; or by all, at times in a determined order of succes- 
sion. In childhood xeroderma pigmentosum, pigmenta- 
tion, telangiectasis, atrophy, hyperkeratosis, and cancero- 
sis of the skin resulting from exposure to rays of light are 
exhibited early in life. The first disorder is exceedingly 
rare. Pigmentation, telangiectasis, atrophy, hyperkera- 
tosis, and cancerosis of the skin occur in adults much more 
frequently than in children. Eeaction to the play of actinic 
rays upon the surface is chiefiy determined after the mid- 
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die periods of life. Physiologic pigmentation in dark races 
furnishes relative immunity against skin cancerosis. The 
dark races suffer less than the whites from cancer of other 
organs than the skin. This seeming immunity may be due 
to protection from actinic rays by integument pigment. 




CHAPTER V. 

UEETHEITIDES, GONOEBHEA, AND 
CHANCEOID. 

Urethritis has been discussed from unusually broad 
standpoints during the year. Constitutional states under- 
lying it are more considered than the direct determining 
causes. While one of the communications cited exhibits a 
reactionary tendency in this direction, the tone of most of 
the discussions has the opposite trend. The urethritides of 
young boys may be divided, according to G. C. Cumston/ 
into the non-gonococcic urethritides, and those where the 
gonococcus exists, no matter how transmitted. Tubercu- 
losis of the urethra dominates all other causes in impor- 
tance. Tuberculosis of the anterior urethra, when it has 
fully developed, gives rise to a purulent or puriform dis- 
charge, generally slight in amount, but more often of a 
serous nature, in no way resembling the discharge encoun- 
tered in ordinary gonorrhea. Among the causes of non- 
gonococcic urethritis are metastatic localization during 
exanthemata, diathetic influences like gout, lymphatism, 
genital dermatoses, occasionally traumatism or masturba- 
tion. Gonorrheal urethritis can be contracted without 
venereal contagion, or contagion may be direct. The first 
is rare, because a child^s gland is usually covered by the 
prepuce. An erection, always a possibility, may partially 
expose the glans, so that direct contact with objects re- 
cently contaminated with gonorrheal pus give rise to typi- 
cal urethritis in boys. A 14-year-old boy contracted a 
very severe urethritis by wearing a pair of contaminated 
drawers. Urethritis resulting from sexual intercourse in 
young boys, although not frequently met with, is becoming 
less rare. Cases of coitus in children are quite numerous, 
even in subjects from five to ten years of age. The sexual 

(1) Amer. Jour, of Urol., Novemberi 1906. 
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act may be accomplished normally, or penetration may not 
have been beyond the vulva ; quite suflBcient for inocidation. 
Premature awakening of the sexual instinct, perversion, 
and vice are determining causes. Sexual relations are 
established between children among themselves; more par- 
ticularly in the same family, often between brother and 
sister. For this reason it is wrong to allow small girls and 
boys to occupy the same bed. Among the poor, the father 
and mother are frequently in a bed nearby, so that the 
children imitate what they suppose is being done by their 
parents. In other cases a small boy will be outraged by 
various persons, such as nurses or governesses who occupy 
the same bed. The pus is thick and greenish yellow, deeply 
spotting the linen, but little by little it becomes lighter in 
color and the discharge lessens. Micturition is more or 
less painful, and during the acute period there is usually 
prepuce edema. The balano-preputial mucosa becomes irri- 
tated. Phimosis or paraphimosis may result. Serious 
complications arise, such as cystitis, and particularly ure- 
thral stricture. Epididymitis and gonorrheal rheumatism 
occur. Generalized gonococcic infection has been reported. 
Herpes progenitalis may occur and lead to unfounded sus- 
picion of chancroid or chancre. Gonorrheal rheumatism 
is rather more frequent among children than among adults. 
Non-venereal gonorrhea is, of course, more frequent among 
little girls than among boys, and often assumes epidemic 
type in child hospitals or asylums, as Koplik pointed out 
some years ago. 

Non-Oonorrheal TTrethritideB are divisible, according to 
H. W. Spooner,^ into urethritides caused by external irri- 
tation and urethritides caused by internal irritation, me- 
chanic, chemic and toxic, or of constitutional origin. 
Among the types caused by external irritation are those 
due to coitus, catheterism, ungratified sexual excitement, 
masturbation and medicated injections. Among those due 
to internal irritation are types arising from food, drinks, 
drugs, gout, rheumatism, arthritic diathesis, diabetes, 
herpes, mumps, syphilis, tuberculosis and typhoid fever. 
Coitus is the most frequent cause of a predisposing char- 
acter. With a healthy woman infection chances axe small 
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except during menstruation. Traumatism and abrasions 
caused by coitus predispose to urethral infection. Cases 
have occurred from coitus with women with retro-uterine 
phlegmons where no gonococci could be determined. Cath- 
eterism is not an infrequent cause of urethritis. The 
pyogenic microbes are often the source of infection in these 
cases. Urethritis from ungratified desire and masturba- 
tion is infrequent. Urethritis caused by injections is 
similar to those due to a sound. Desquamation underlies 
the urethritis. Asparagus may produce urethritis without 
the presence of bacteria. The same condition occurs with 
beer, balsams, alcoholic tinctures, cantharides, potassium 
nitrate, potassium iodid, and arsenical preparations. While 
Spooner doubts the existence of diabetic and uremic 
urethritides, the conditions produced in the prepuce by dia- 
betes demonstrate that diabetic urethritis is possible. The 
same is true of rheumatism, gout, lithemia, etc; Certainly 
in persons of this type, with urinary hyperacidity, mucous 
urethral discharges have occurred which contain no mi- 
crobic elements and disappear under alkalin treatment. 

Oonorrheal Kheumatism according to M. W. Ware,* has 
a tendency to select the smaller articulations, such as the 
jaw, sternoclavicular joints, thumb and great toe. The 
knee is affected with greater frequency in men, and women 
are more often aflBicted in wrist articulations. The onset 
of the disease is marked by severe pains in the joints, 
accompanied by fever and followed by rigidity. At times 
this is as far as the disease progresses, subsiding for a time, 
only to relapse, perhaps with greater severity. If swelling 
supervene it may be due to effusion, detected by fluctua- 
tion. In most instances swelling is due to an exudation 
into and infiltration of the synovial membrane, ligaments 
and capsule of the joint. This condition is responsible 
for the periarticular phlegmonous type, which, despite the 
name, rarely goes on to suppuration. Fluid, if in the 
joint, is either serum or pus ; the latter is more frequently 
due to other organisms than gonococci. Under proper 
treatment, severity of the symptoms having subsided, the 
thickened but no longer inflamed joint has, in the sub- 
acute stage, all the characteristics of a tuberculous joint, 
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even to muscle atrophy. The preceding stormy onset, and 
the tendency to excerbation, help to distinguish it. Pains 
so early experienced are lasting and at times so intense 
that any jarring of the bed is intolerable. Ware reports 
the case of a man whose intense pain from the gonorrheal 
knee joint, though well immobilized by plaster of paris, was 
not alleviated by morphin. Eelief came promptly by 
Bier's method, which eventually effected a cure. If due 
care be not exercised to immobilize and extend the joints 
forthwith, and obtain a good position, ankylosis in faulty 
positions result, and in the knee and wrist subluxation 
may take place. Peculiar to all arthritis is rapid onset of 
muscular atrophy. Apart from the radiating pains that 
invade the muscles in consequence of extension of inflam- 
mation from tendons, a number of cases with discrete in- 
filtrations and abscess have been encountered in which 
gonococci were found. In gonorrheal rheumatism it is 
customary to find the bursa and tendons covering them 
diseased. Calcis and the prepatellae bursa are most 
commonly affected. In connection with the bursa 
over the os calcis occurs what is styled by Albert "achillo- 
dynia." This is a tendothecitis of the tendo-Achilles. 
Tenderness, pain and crepitation extend along the length of 
the tendon to its insertion. In the severer grades the os 
calcis is left permanently thickened. For a long time pa- 
tients complain of a very painful heel. At times these 
thickenings manifest themselves as osteophytes. This pain- 
ful heel is known as pied blenorrhagique. In some in- 
stances the x-ray has shown exostoses surgery alone can 
remove. Cases occur with tenderness of the bony promi- 
nences at the site of the tendon insertion. With repeated 
attacks and recurrences the bones become thickened and 
nodosities result. Garrod, Charcot and Amoral have enti- 
tled these rheumatismes blenorrhagique a forme nodeuse. 
In every obscure joint affection it is surprising to what 
extent uranalysis will spare further investigation. In adult 
males examination may be more searching than in females. 
Many a gonorrheal arthritis, chronic and relapsing, is des- 
ignated as rheumatism or gout, when introduction of the 
finger in the rectum detects an enlarged, tender prostate, 
followed by escape of purulent discharge from the urethra, 
or a urine laden with shreds and threads heretofore absent 
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from it, which frequently, after this manipulation, con- 
tinue to appear. Women, married or single, give a history 
of scalding urination, or yield a specimen which is cloudy. 
If the woman consent to examination, urethral caruncles 
and small petechial hemorrhages in the vaginal mucous 
membrane (Bumm's macula gonorrhoica), even though the 
discharge be slight, constitute corroborative evidence as to 
gonorrheal arthritis. Gonorrheal iritis may have to be 
taken into consideration with . a doubtful arthropathy. 
Joint aspiration should not be done for diagnostic purposes 
alone. 

Chronic Discharges from the Deep Urethra, according 
to J. M. Thompson occur in two types, organic and func- 
tional. The former include chronic posterior urethritis, 
chronic cystitis — ^processes that follow simple or specific in- 
flammation of the urethra due to the gonococcus, pus mi- 
crobes, traumatic and toxic sources. No matter how closely 
the discharge resembles that in the functional disorders, 
pus distinguishes it. The functional disorders include 
urethrorrhea, prostatorrhea, spermatorrhea and phospha- 
turia, which result from abnormal physiologic activity, 
from sexual abstinence, excess, indiscretion or persistent 
ungratified sexual desire. The first thing is to determine 
whether the condition be organic, functional, or a combina- 
tion. In functional disturbances, results will depend upon 
the cause and the patienf s cooperation. Such a patient 
is likely to be neurotic, more or less hypochondriac, and 
not disposed to give a complete history. The physician 
should gain his patienf s confidence. The most certain 
means is sympathy and evident personal interest in recovery. 
The physician should never ridicule his patient, and talks on 
morals are decidedly out of place. In functional disorders 
occur nervous and some local defects. The mental eflfects 
are generally causeless fears and brooding aggravated by 
disturbance of nervous balance. The mental condition is 
not a necessary consequence of the disease. 

The patient should abstain from sexual and nervous ex- 
citants, and leave nothing undone to regain nerve balance. 
Abstinence from tobacco, alcohol, worry, overwork and ex- 
treme mental effort is imperative. Congenial occupation, 
regular life, with good habits, in a wholesome environ- 
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ment, are essential. Medicinal agents are subordinate. 
Some eases require tonics, iron, strychnia, malt, animal 
extracts, etc.; while others need sedatives; bromides and 
valerinates, isolation, and rest. Exercise, diet, hydrother- 
apy and electricity at times fill an urgent need. In organic 
states the personal equation does not require serious atten- 
tion, so essential in the functional. The former, except 
when associated with the latter, are treated like any in- 
flammatory condition. Destruction of gonococci, or diplo- 
cocci, is as essential in therapy of chronic as in acute con- 
ditions. The following remedial measures are peculiarly 
indicated during the therapeutic management of each proc- 
ess : Gradual dilatation with steel sounds ; copious irriga- 
tion with dilute solutions (pure astringent, pure antiseptic, 
or antiseptic and astringent) ; topical applications with con- 
centrated solutions (same as in 2) : internal urinary anti- 
septics ; meatotomy when the meatus is constricted, to per- 
mit proper dilatation; massage of prostate and testicles; 
administration of oleoresins for acute exacerbations and 
relapses; hydrotherapy, electricity, medicinal tonics, re- 
constructives, etc., p. r. n. Most patients seek advice dur- 
ing a seeming relapse or exacerbation. Here should be 
administered a balsamic at the start, preferably oleum san- 
talum, in ten minim capsules, after meals and at bed- 
time. An efficient necessary preliminary to local measures 
is a reliable urinary antiseptic. Under this treatment dis- 
charge and inflammation will be reduced to a minimum, 
while the urine becomes sufficiently clear and sterile. When 
this is accomplished local measures may be used. At this 
stage meatotomy is indicated in most cases. When marked 
constriction exists no procedure is more certain to succeed. 
Meatotomy must be done in strict accordance with Otis's 
rule, under antiseptic precautions, regardful of the physio- 
logic necessity of a certain narrowing at the anterior 
urethra end to insure proper removal of urine. 

Carelessness in the character and size of the incision will 
not only affect the propelling force, but will always be an 
eye-sore to the patient. In chronic prostatitis and seminal 
vesiculitis, massage before dilatation and irrigation, to re- 
move irritation to the urethra. The physician must be 
able to discriminate between the prostatic lobes and semi- 
nal vesicles before he can benefit by this remedial measure. 
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Where prostate and vesicles are involved, they should be 
massaged on alternate visits. The patient should have a 
comfortably full bladder and empty rectum. He should 
void a small amount before and the remainder after the 
manipulation. He should breathe naturally, so as to avoid 
straining, and relax the deep urethra and surrounding 
tissue during massage. The physician should manipulate 
with care, depending upon the cushion of the index finger, 
moved in the direction of the urethral end of the ejacula- 
tory ducts, to remove the inflammatory product. From two 
to five minutes on each side every two to seven days will 
answer in most c^ses. After gradual massage, dilatation 
should be done, followed by copious irrigations. As chronic 
processes involve deeper structures, and the follicles, glands 
and scrypts are impacted with mucopurulent and other ma- 
terial, dilatation must be carried to the maximum calibre 
of the urethra, to insure not only emptying of these traps 
and absorption of infiltrated morbid material, but restora- 
tion of normal circulation. The steel sound should be 
followed at each visit by copious irrigation through a soft, 
flexible rubber catheter. Solutions of pot. permang. 1 to 
3,000, and of silver nitrate, 1 to 4,000, have certainly stood 
the test in time. Recently introduced silver derivatives 
have the virtues without the irritating eflEects of perman- 
ganate and silver nitrate. These can be used in any 
strength. From a pint to a quart of solution, 1 to 3,000 
and stronger, act as efficient antiseptic, hasten the re- 
moval of inflammatory products, and encourage repair of 
tissue. For topical applications in cases that have resisted 
other remedial measures, such as localized erosions and 
granulation areas, a few drops of a strong solution may be 
instilled through an Ultzmann-Keyes syringe, which is 
lubricated with glycerin and passed behind the compressor 
muscle. This, while productive of tenesmus, is very bene- 
ficial. The same solution may be used for applications 
through the endoscope. In deep-seated, chronic lesions of 
the posterior urethra, the urine often acts as a source of 
irritation and infection. It has therefore been a custom 
to administer internally such remedies as would be elimi- 
nated by way of the kidneys and would sterilize the urine 
and convert it into an antiseptic fluid, thus supplementing 
local medication. Here amethylen-tetramin has been 
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largely employed. Thompson uses anhydromethylen 
citrate, which acts efficiently and agreeably and can be 
long continued without irritation. . It promptly relieves 
painful urination. The dose is 15 grains three or four 
times daily in half a glassful of water. In properly selected 
cases, cold baths, douches, surf and still-water bathing are 
beneficial. Electricity should be employed if indicated. 
Psychic treatment sometimes produces wholesome results. 

Skin Oonorrliea is reported by Audry^ under the title of 
suppurative gonorrheal angiodermatitis. The case was that 
of a 19-year-old man. The third day after infection the 
discharge ceased and treatment was dropped. Twenty-four 
hours later there was acute pain in the right sternoclavi- 
cular articulation, accompanied by loss of appetite and 
fever. Subsequently other joints (the knees and wrists) 
became painful and swollen. In addition there was a gen- 
eralized eruption, resembling scarlatina, at first localized 
upon the chest near the swollen sternoclavicular articula- 
tion. This eruption suddenly became general after a bath. 
This scarlatiniform eruption was followed by an eruption 
of round, slightly infiltrated red spots about the elbows, 
knees, and the little toe. Shortly after the disappearance 
of the diffuse eruption* lesions exactly like those of poly- 
morphous erythema appeared on both knees, on one of the 
wrists, on one elbow, and on the inner surface of the right 
little toe. Upon the efflorescence on the little toe a few 
small pustules formed, which soon became confluent. Upon 
incising the toe a very little pus escaped; a deep incision 
revealed a denuded phalanx and gave exit to a little serous 
fluid. Microscopic examination of pus from the abscess 
on the little toe and of the skin excised from the border 
of the incision showed numerous typical gonococci. 

Hot Water Irrigations in Oonorrhea are employed by 
B. Narich^ in preference to antiseptics, since the latter 
tend to prolong inflammation. He irrigates the urethra 
with tepid water, gradually increasing its temperature 
until 111'' is reached. A soft catheter is used. Two irri- 
gations of two quarts each, or four of one quart, are given 
daily. 
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Chloral Hydrate injections in gonorrhea are recom- 
mended by L. Rodriguez,^ who advises a solution of 4 parts 
by weight of chloral hydrate to 250 parts of water, in 
acute gonorrhea, especially if accompanied by hematuria. 
The first injection causes a slight sensation of heat, which 
soon disappears. Three injections are given daily. The 
same treatment has been successful in chronic urethral dis- 
charge. 

From a careful study of the leucocytes in gonorrhea, 
J. S. Wile^ arrives at the following conclusions : The poly- 
nuclear neutrophiles are highest in acute anterior urethri- 
tis and decrease with involvment of the posterior urethra, 
and are lowest in chronic gonorrhea in male or female. 
The mononuclear leucocytes are increased in the chronic 
processes and vary inversely with the polynuclear neutro- 
philes. The eosinophiles are slightly higher in acute an- 
teroposterior urethritis than in acute anterior urethritis. 
That this is due to involvment of the glands or epididymis, 
prostate, or posterior urethra, may be doubted, since eosino- 
philes are comparatively lessened in chronic cases. Baso- 
philes are hardly affected by the disease. There is no rela- 
tion between the appearance of any type of leucocyte in 
the blood and in the discharged pus. Eosinophiles are 
without diagnostic value in gonorrhea. 

Mercury Oxycyanid Injections in Oonorrhea. are pre- 
ferred by Paul Asch^ to mercury bichlojid. They are less 
painful and do not interfere with micturition. He also 
recommends internal use of urotropin to prevent ascending 
infections and urethroscopic painting of the affected area 
with tincture of iodin. 

CoUargol in Gonorrheal ITrethritis and Cystitis. CoUar- 
gol has been found by Tansard,* in a 1/500 solution, effi- 
cacious in old, persistent urethritis. Two irrigations cured 
it in ten days without irritation. He employs in chronic 
urethritis and deep mucosa and periurethral lesions, 
massage on a Benique 55 or 60 sound, urethral lavage with 
antiseptic solutions and frequent injections of 1/25 coUar- 
gol solution, the urethra being closed with cotton. In 
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acute gonorrhea, irrigations with mercury oxycyanid solu- 
tions are employed till the discharge has nearly disap- 
peared, and then coUargol instillation. Threads usually 
disappear after from five to eight of these. In gonorrheal 
cystitis he injects a dram of a 1/25 solution daily into the 
bladder. Five cases recovered within eight days. The 
severer sixth, after ten days, was treated with silver nitrate, 
without result. CoUargol is excellent in acute and chronic 
gonorrhea. It does not irritate and acts as rapidly as other 
silver salts. 

Open Treatment of Gonorrheal Epididymitis gives, ac- 
cording to Francis R. Hagner,^ excellent results. The 
danger to the patient is slight. Infiltration of the epidid- 
ymis disappears more rapidly under the operative treat- 
ment than under any other. The danger of permanent 
injury to the testicle and epididymis is lessened. Patients 
are absolutely relieved of pain on recovery from the anes- 
thetic. Systemic symptoms are promptly relieved. Medici- 
nal treatment is usually followed by relative relief, but not 
permanent cure, because the infecting agent remains. 

Bacillus Coll Communis Urinary Tract Infoction is 

reported by C. M. Williams.^ Bacteriuria due to the colon 
bacillus may be divided into two classes: First, ectogc- 
nous, or bacteriuria from external causes. This is always 
prostatic or vesical in origin, and is due to bladder infec- 
tions, use of the catheter, sounds, etc. It is usually benign 
and has a good prognosis. Therapy is necessarily directed 
only towards the local lesion. Occasionally infection 
ascends into the pelvis and- kidneys, either unilaterally or 
bilaterally. Second, endogenous, or bacteriuria from 
internal causes, differs totally from the preceding in that 
the bacteria arise in some other parts of the organism and 
pass into the urine. Their origin is often difficult to trace. 
This is very rebellious to treatment because the primary 
focus must be cured before the bacteria can be eliminated 
from the urine. Therefore occurs frequently the follow- 
ing sequence of events: Prostatitis, cystitis, ureteritis, 
pyelitis, suppurative nephritis. From the kidneys the or- 
ganism may pass into the general circulation and produce 
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septicemia or pyemia. In treating urinary infections the 
urine must be made as antiseptic as possible. The best 
agent is hexamethylenamin (uro tropin). This given by 
the mouth is broken up into ammonia and formaldehyde. 
The latter is thus liberated in the urine. Large enough 
doses are not ordinarily administered in urinary infections. 
A convenient way is to dissolve the total amount to be 
given in the twenty-four hours in a quart of water, so 
that wherever the patient drinks water the remedy will nec- 
essarily be administered. If the urine be alkaline, it should 
be rendered acid by acid sodium phosphate, sodium ben- 
zoate, boracic or benzoic acids. Acid urine can be made alka- 
line by sodium bicarbonate, potassium citrate, acetate, or 
bitartrate (or all three in combination). Growth of the 
urea decomposing organisms is hindered by excess of acid. 
Micro-organisms, which secure urinary acidity or increase 
it, are inhibited in growth by alkaline urine. If there be 
rebellious or recurring infections of the urinary tract 
caused by absorption of colon bacilli as a result of entero- 
colitis, constipation, etc., cure of urinary symptoms will 
not occur until the intestinal condition is overcome. To 
effect this, milk diet, intestinal antiseptics, colon lavage, 
etc., may be necessary. 

TTric Acid and the Oenito-TJrinary Tract has been dis- 
cussed by W. H. Porter^. The production of uric acid is 
a deep chemical problem. The effects upon the genito- 
urinary tract are mechanical. Uric acid is a normal end 
product of proteid oxidation. Complete oxidation of the 
proteid bodies would be into ammonia, carbon dioxid 
and water. In the human economy the end products of 
proteid oxidation are urea, uric acid, creatinin, carbon 
dioxid and water. After a proteid molecule has served 
its purpose throughout the system it is finally brought to 
the reducing glands, chief among which are the liver and 
the kidneys. In the cells of these it is broken by action 
of oxygen. Uric acid is formed by a process of oxidation 
in renal cells. It never exists in foodstuffs, but can be 
manufactured from the albumin of food. If uric acid 
were in the food it would be converted into urates by the 
alkalies in the intestines and be absorbed as such. As 



(1) New York and Philadelphia Med. Jour., March 9, 1906. 
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urates do not exist in the bloody it is clear that nrie acid 
does not enter through the food. Uric acid does not exist 
in the blood. The proteid molecule which precedes its pro- 
duction is in the blood ^nd produces the condition 
known as the uric acid diathesis. The condition in gout 
results from vicarious action, the uric acid being pro- 
duced quickly in the cartilage cells of the joints, following 
which we have the gouty attack. Then the uric acid is 
converted into the urates of sodium and calcium. The 
formation of these salts destroys the irritation of the 
acid and the attack subsides. The deposit becomes encap- 
sulated and uric acid is produced in the kidneys, but nor- 
mally it is instantaneously converted into a urate. With 
overproduction it is present in the urine. As uric acid is 
formed in the kidneys it comes in contact with neutral 
sodium phosphate of the Wood, forming sodium urate and 
converting the neutral phosphate into the acid phosphate. 
The first step in the formation of uric acid is in the gas- 
tric follicles, where the proteid molecule loses its sulphur 
atom. Overproduction of uric acid depends on (1) a 
deficient supply of oxygen; (2) the taking into the system 
of more food than can be perfectly oxidized; or (3) dis- 
turbances of the nervous mechanism. One of these fac- 
tors is always present where there is an overproduc- 
tion of uric acid. The first and mildest eflEect of uric acid 
on the genito-urinary tract is a hypertrophic transforma- 
tion of the renal cells. If the irritation is greater there 
is more desquamation. There is an increase in the 
circulation of the kidney, and this is followed by more 
or less interstitial change — sclerosis. Uric acid irritation 
causes a parenchymatous, a diffuse, or an interctitial 
change. Instead of these there may be a deposit of urates 
in the kidney, producing "gouty*^ kidney. The urine might 
be highly acid and intensely irritating to the urinary tract. 
There is a predisposition to the deposition of the earthy 
phosphates and an overproduction of leucocjrtes. In other 
cases the symptoms common to pyelitis would develop. Uric 
acid often is an irritant to the whole urinary tract, causing 
cystic disorder and painful urination. It is necessary to 
reduce overproduction of uric acid. Massing together of 
crystals causes symptoms simulating stone. Hyperacidity, 
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crystals, or stone cause irritation; the two former, gener- 
ally ; the latter, locally. 

The Greatest Urethritis Complication is Stricture, ac- 
cording to E. 6. Ballenger.* . This should be borne in 
mind during the entire treatment. The pathology is essen- 
tially a chronic inflammation of the subepithelial tissue 
(and especially around the follicles) which passes through 
the stages of infiltration and contraction. The best method 
of forestalling stricture is by treatment of these conditions 
with medicated sounds. No other single treatment com- 
bines so many beneficial factors: dilatation, cold massage, 
and medication uniformly applied to the entire membrane 
and depressions. 

Spasmodic Stricture, properly pseudo-stricture, accord- 
ing to G. Frank Lydston,^ is diminution of urethral calibre 
from spasmodic contraction of muscular fibers in and 
around the wall of the canal. Spasmodic stricture is an 
exaggeration of the physiologic action by which, when the 
last urine or semen is abnormally expelled by the accelera- 
tor urinae and compressor urethrse muscles, the cut-off 
muscle simultaneously closes the vesicle neck. In it the 
muscle is spasmodically contracted and the volitional power 
of micturition temporarily inhibited. The accelerator 
urinae and compressor urethrae muscles play only a minor 
part in such spasm, the chief factor being the contrac- 
tion of the voluntary cut-off muscle. A certain amount 
of spasm produced by contraction of the circular fibers — 
compressor urethrae muscle — ^may occur anywhere in the 
canal. This explains in part obstruction to instrumenta- 
tion in penile strictures of larger calibre. This spasm 
also facilitates exploration with bulbous instruments. It 
is by spasmodic contraction that the sensitive urethra re- 
sents at diseased points the passage of the bulb, thus giv- 
ing evidence of obstruction. There are nearly always two 
points of spasm: the seat of irritation, and the musculo- 
membranous region. When a foreign body is introduced 
the urethra resents its presence by contraction at the point 
of irritation, and simultaneously by reflex spasm of the 
cut-off muscle. The same holds true in penile organic 



(1) Amer. Med. Jour., Jan. 25, 1906. 

(2) Medical Age, October, 1906. 
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strictures, especially those at the meatus. Instruments 
produce stretching and irritation of the lesion in the an- 
terior portion, reflexly exciting spasm of the deep urethra ; 
80 that in a large proportion of obstruction of cases of 
stricture there are at least two points of obstruction — one 
at the diseased point impinged upon by the instrument, 
and another in the deep urethra. The same phenomenon 
results when the anterior obstruction is a congenital stric- 
ture or point of normal contraction. This is important, 
for, simultaneously with the removal of the anterior point 
of obstruction and irritation, the supposed deep organic 
stricture usually disappears. The entire canal may be 
spasmodically contracted and resent the introduction and 
withdrawal of instruments. The musculomembranous re- 
gion may alone be involved. This happens when an or- 
ganic lesion exists in the deep urethra, and also in reflex 
spasm. 

The predisposing causes are general and local hyperes- 
thesia. These conditions are modified by a nervous organ- 
ism, debility and cachexia, rheumatic and gouty diatheses, 
intemperance, high living, faulty sexual hygiene, etc. 
Acute or chronic genito-urinary disease is the most fre- 
quent predisposing cause; indeed stricture is rarely met 
with where a more or less damaged urethra does not exist. 
So uniformly is it present that it is always to be suspected 
until organic disease has been excluded by exploration. 
Congested and fungating patches, mucous erosions, acute 
and chronic urethritis, and organic stricture predispose to 
spasmodic contraction, both at the point of irritation and 
at the cut-oflP muscle. Congenital narrowing of the meatus 
or other parts of the canal may give rise to reflex spasm 
of the deep urethral muscles whenever an instrument is 
passed of sufficient size to produce stretching of the sensi- 
tive tissues at the point of contraction. When instru- 
ments are introduced under these conditions there is spasm 
at the site of the lesion and also deep in the canal. 

Cystoloi^ of Oonorrheal Pub. Posner^ has studied from 
a cystologic standpoint the pus from 204 urethritic males. 
The Jenner stain was usually employed. Vacuoles occur 
in polynuclear and mononuclear leucocytes in all stages. 

(1) Berlin kiln. Woch., Oct. 22, 1906. 
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These are evidence of phagocytosis^ but are not specific 
for gonococci. Mononuclear basophilic cells occur in every 
stage of gonorrhea, but are very numerous only in the first 
days and in very chronic cases. Eosinophiles are present, 
but occur in greatest numbers during the fourth and fifth 
week; when very numerous they indicate that the process 
is gonorrheal. A peculiar type of polynuclear leucocytes 
occurs with "ball nuclei.^^ These differ from ordinary 
neutrophiles, from which they are a degeneration in the 
nuclei. They stain deeply, show no nuclear structure, and 
have no threads of intercommunication. These cells were 
present in only 5.4 per cent, of 149 smears of imdoubted 
gonorrheal pus, and in 28 per cent, of cases where gono- 
cocci could not be positively demonstrated. Of 64 smears 
containing no gonococci these cells were present in 77.8 
per cent. When leucocytes with "ball nuclei^^ are found 
the process has not been a true gonorrhea or suppuration 
is no longer caused by gonococci but is maintained by 
other microbes or toxins. 

Antigonococcio Serum in Gonorrheal BJienmatism. 

A serum made by J. C. Torrey^ has been employed by J. 
Sogers. In every suspicious case, however, from twenty 
to sixty minims of the antigonococcio serum should be 
administered every day, or every other day, as early as 
possible after arthritic complications appear, and continu- 
ing until pain and disability subside. Sogers has usually 
given it in the loose tissue overlying the fascia in the back 
of the upper arm. There is generally noticeable improve- 
ment at the end of thirty-six hours. Within a week or ten 
days there is an almost complete subsidence of the dis- 
order if it is acute. After suspension of the medication 
there seems to be a constant danger of recurrence or 
recrudescence of the arthritis if the urethritis persists. 
The inoculations may have to be repeated. The course of 
the disease is vastly shortened. 

Beyond the occasional erythema seen after the use of 
any serum, no ill effects have been produced. The earlier 
the disease is recognized, and the earlier the serum is ad- 
ministered, the better, of course, is the result. After the 
infiammatory process has continued for weeks or months, 

(1) Medical Becord, Jan. 27, 1906. 
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and new tissues and adhesions have formed^ or if destruc- 
tive lesions have developed, the restoration to a normal 
condition may be very slow or may never occur. Even 
in these cases the serum produces more or less rapid sub- 
sidence of inflammaitory symptoms and pain. Stiffness 
and faulty motility must be overcome by electricity, mas- 
sage, passive motion and hydrotherapy. This method has 
the same limitations as serum therapy in general, and is 
not urged as infallible. The effectiveness of the serum 
depends on the animal and culture used, length of time 
and manner that this animal is inoculated, and number 
of "bleedings" to which it is subjected. The serum ob- 
tained from the first bleeding is not as good as that ob- 
tained in the second or third bleeding. Even with the 
same serum, some patients react better than others. An 
old chronic case requires more doses than an acute one. 
There is considerable variation in the acute cases. The 
serum has little or no effect on the urethritis. As long as 
this persists there is danger of arthritic recrudescence. If 
the gonorrhea persists, then a few days after apparent cure 
of the "rheumatism" it reappears, but almost immediately 
subsides under energetic local treatment of the urethritis 
and repetition of the serum injections. 

Lactic Acid in Female Oonorrliea is advised by S. 
Chandler,^ who employs the following procedure : Cleanse 
the vagina and cervix thoroughly with warm water and 
cotton soaked in a water solution (4 ounces to 6 ounces) 
of pyroligneous acid. Expose the cervix by drawing it 
downward and into view by an ordinary long tenaculum. 
Then with an ordinary hypodermic syringe loaded with 
pure lactic acid, inject beneath the membrane a few drops 
of the acid. Continue this until the whole of the cervix 
is exposed and the superior and inferior lip is injected. 
It may be done in one sitting or, in a nervous case, if 
desired, in two or three sittings. 

(1) Jour. Amer. Med. Assoc, Oct. 17, 1906. 




PLATE I. 

An Unusual Bromid Eruption. 

A 14-year-old girl was admitted to the Test-Graduate Hospital in 
May, 11)04. The eruption, resembling erythema nodosum, had been 

E resent upon the tibial aspect of both legs for some time. The lesions 
ad recently become exulcerated and raised. The patient was an 
epileptic and had been for some time under bromid medication. 
There was also bromid acne upon the face. The discontinuance of 
the bromids resulted in a disappearance of the lesions, leaving scars. 



CHAPTER VI. 
SYPHILIS. 

The nosologic position of the so-called spirochaete re- 
mains as yet unsettled. The crucial test of its syphilogenic 
nature has yet not proven capable of application under 
Koch's law. The present status on the subject is very well 
summed up by A. D. Voloschine/ who states, after exami- 
nation of 55 syphilitic patients, that the presence of spiro- 
chaete pallida is inconstant in syphilis and is apt to be 
confounded with other spirochaete met with in non-luetic 
disorders. Siegel's cytorrhyctes is similar to a number of 
formations found in normal conditions. It is often con- 
fused with fragmented red cells seen when a smear is 
spread with an imperfectly cooled platinum loop. There 
are a number of bodies consisting of masses of minute 
round granules which stain with borax methylen blue or 
with azure. These formations, in Voloschine's opinion, 
are connected with the spirochaBte pallida. 

There has been some dispute over the nomenclature of 
Schaudinn's organism. As the title spirochaete has already 
been applied to a Mollusc, it should be dropped, for obvi- 
ous reasons, so far as Schaudinn's organism is concerned. 
The protozoal nature of the Schaudinn organism has 
been disputed by Novy. As Schaudinn is the leading Ger- 
man protozoologist, and as Nov/s hypothesis fails to ex- 
clude other hypotheses and does not explain all the facts, 
it must, in accordance with logical rules, be rejected. 
Trypanosomes produce douraine or horse syphilis, an affec- 
tion propagated by coitus and having features in common 
with human lues. Furthermore, as McWeeney has shown, 
a spirillum allied to Schaudinn's organism is one of the 
stages of the trypanosome of the stone owl, Novy's position 
therefore seems decidedly baseless. The germ of syphilis 

(1) BousBky Vratch, Sept. 30, 1906. 
67 
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cannot be said to have been demonstrated beyond a doubt. 
Too much of the alleged evidence is the old bacteriologic 
blunder of assuming that coincidental coexistence with 
disease means etiology. 

Oral Chancres, according to A. A. Scott and Skir- 
veny,^ may occur on the lips, tongue, tonsil and cheek. 
The lip is a common situation. The manner in which 
infection has occurred is very diverse. It has followed 
kissing, biting, sucking, the use of infected pipes, hand- 
kerchiefs and napkins, unclean eating and drinking uten- 
sils, musical instruments, and the placing in the mouth of 
coins, pencils, and other objects. Infection also appears 
in epidemic form in connection with certain trades, such 
as those of glass-blowers, cigar rollers, etc. 

Luetic Secondary Oral Manifestations. According to 
A. A. Scott Skirveny,^ the earliest mucous membrane 
affection (the general erythema of the pharynx, which in 
the more marked cases produces congestion and swelling 
of the tonsils) may at first be mistaken for ordinary sore 
throat. Skin rashes or mucous patches soon appear, or 
small, superficial, symmetrical, kidney-shaped ulcers on 
the tonsils with white "snail track" edges. Patches vary 
considerably in appearance. The typical mucous patch, 
whether in congenital or acquired syphilis, appears as a 
rounded or oval pearly white or grayish white plaque, 
resembling (in color) the mark produced by silver nitrate. 
It is raised above the level of the surrounding mucous 
membrane. Mucous patches often occur on the lips and 
tonsils. When unexposed to irritation, for example, on 
the under surface of the tongue, the epithelium composing 
a mucous patch may become so heaped up and sodden as 
to justify it being termed a condyloma. On the other 
hand, if exposed to friction, the white covering may be 
rubbed off, leaving a raw, reddish or yellowish area behind, 
which is still slightly elevated. Again, when irritated by 
a jagged tooth or by tobacco, a mucous patch may develop 
in an inflammatory area around it, or may break down to 
form a superficial ulcer, or, if on the tongue, may become 
the seat of a fissure. 



(1) Scottish Med. and Surg. Jour., May, 1906. 
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PLATE II. 

Epithelioma Recurring After Apparent Cure with the X-Ray. 

On April 5, 1905, a German woman, 53 years of age, appeared at 
the Post-Graduate Hospital. Four years previously she had noticed 
small nodule appearing on the cheek near the left ala of the nose. 
This had gradually extended until it involved a portion of the skin 
about the size of a dollar. During the last six months it had under- 
gone exulceration, become quite painful, and manifested a marked 
tendency to spread. The aiagnosls of an epithelioma of the skin 
was made, and she was put on X-ray treatment. At the end of three 
months the ulceration had healed, with the exception of a small 
nodule surrounding a sebaceous follicle. The scar was white, and 
smooth. Believing herself well, she stopped treatment. In Feb- 
ruary, 1006, she reappeared. The scar tissue had broken down in 
about one-half of the previously affected area, as shown by the 
picture. The second time the X-ray treatment, while apparently of 
some benefit, did not show the customary reaction. She is stiU 
under treatment. 
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Intranasal Chancre Simulating Diphtheria is reported 
by E. D. EoUeston^ in a 28-year-old man who had had 
diphtheria fourteen years before. One month before his 
first visit his nose became sore and began to swell. The 
right ala was thickened and tender, and lined with a 
membranous deposit, from which on pressure a serous fluid 
exuded. Left submaxillary and sternomastoid glands were 
considerably swollen and slightly tender. The throat 
appeared normal. There was on chest and abdomen a 
polymorphous rash, without pruritus. The nose was ob- 
structed and there was considerable right frontal headache. 
There was slight rise of temperature. Smears and cul- 
tures did not reveal diphtheria bacilli. The patient was 
placed on hydrarg. cum creta, two grains t. i. d. and lotio 
nigra was freely applied to the nose. Beneficial effects 
were soon apparent, and in ten days the nose was nearly 
well. The other symptoms disappeared more slowly. 

A Family Affected with Syphilis is reported by W. B. 
Grove.2 A girl contracted syphilis two years before giving 
birth to a female child. The mother had a few months' 
treatment. When the child was about 18 months old 
condylomata developed about the anus. Three weeks later 
the baby's grandmother, who had the care of the child, 
developed a lip chancre. At this time a daughter of 12 
years showed an initial lesion on the tonsil. Still later a 
young brother developed a similar lesion. The baby had 
latterly been fed by spoon. The food had been tasted by 
the grandmother and the daughter, both of whom fed the 
baby. The boy used the same spoon unwashed. The chief 
point of interest is the age attained by the child — eighteen 
months — before she infected others, and the consequently 
implied need of prolonged treatment in such cases. The 
entire family made a good recovery. 

Penis Chancre at three and a half years is reported by 
M. MacMaster.^ In February, 1906, a boy had penis 
chancre from enforced coitus. In July there was a papulo- 
squamous rash on the trunk and limbs. The hair fell out 
and tongue ulcers appeared. MacMaiter has had two 
similar cases in five months. The folklore belief that 



<1) Lancet, June 16, 1906. 

(2) British Med. Jour., June 18, 1906. 

(8) Australasian Med. Gaz., Aug. 20, 1906. 
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implies cure of disease by giving it to an innocent person 
probably underlay all three cases. 

Syphilis in Hospital and Private Practice. Ten hundred 
and fifty cases of syphilis have been analyzed by R. B. 
Wild.^ The percentage of syphilis in out patients of 
hospitals was 5.17. In private practice the percentage 
was 4.95. There were 76 cases of congenital syphilis; 60 
of these up to two years of age presented secondary 
symptoms. Sixteen from three to twenty-six years pre- 
sented tertiary lesions. There was very rapid response to 
mercurial treatment. In MacLeod^s opinion mercury is 
more valuable than iodid in congenital syphilis. The 
squamous papule was the most frequent secondary lesion. 
The macule was next in frequency. The purpuric rash 
was least frequent. Pigmentary neck lesions of women 
occurred 7 times. The framboesial lesion, or "raspberry 
form" is not so rare as is supposed, and is frequently 
mistaken for some other affection. When first seen these 
lesions are crusted. On removing the crust the red fun- 
gating papule with the "raspberry-like" surface is visible. 
The surface discharges foul pus. These lesions are syphilitic 
papules infected by pyogenic organisms, possibly strepto- 
cocci. Internal treatment by mercury and iodids is use- 
less, unless energetic local antiseptic measures are em- 
ployed. The percentage of tertiary lesions in hospital 
patients was 59.3. In etiology of tertiary lesions trauma 
and dermatitis were frequent factors. The injured or 
inflamed tissue loses its resisting power and the luetic 
germ finds a suitable soil for renewed activity. Of 600 
cases of surface syphiloses only three had nervous symp- 
toms. 

Syphilitic Arthritis, according to Frauenthal,^ is treated 
in the early secondary stage as rheumatism. Failure to 
diagnose the lesion, as syphilitic and to treat it as such may 
result in later secondary invasion of tubercle bacilli or 
other pathogenic bacteria, with concomitant sequelae. Later 
secondary and tertiary arthritis may be polyarticular and 
bilateral. Diagnosis of congenital syphilis mostly depends 
upon the following : Finding of Spirochaete pallida in the 



(1) Brit. Jour, of Derm., May, 1906. 

(2) Medical Record, March 3, 1906. 
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first and second stage; the parental history; the appear- 
ance of the skin, either from the scars of eruption or the 
peculiar white waxy color; in the eye interstitial keratitis 
is the most frequent symptom ; certain notched defects of 
the inner upper incisors occur; labyrinthine or central 
deafness ; ulcerative destruction of the soft palate ; enlarge- 
ment of the spleen ; epiphysitis ; general lymphadenitis ; 
sclerotic atrophy of the testicles. Doubtful diagnosis can 
be confirmed by antisyphilitic treatment. As to the time 
of appearance of congenital syphilis, when syphilitic 
parents bear apparently healthy children, Fournier states 
in 282 such cases in 251 syphilis occurred between the 
third and twenty-eighth years. In congenital syphilis the 
most frequent lesions are ocular, while in the acquired 
form the most frequent lesions are dermal. In acquired 
syphilis the lesions are as follows: Arthralgia, synovitis, 
gummatous disease, and arthritis. Failure to recognize 
syphilitic origin of arthritis exposes the patient to second- 
ary invasion of pathogenic organisms. If syphilitic arth- 
.. ritis be promptly diagnosed and properly treated complete 
cure is easily effected, while if left untreated or improperly 
treated, incurable changes may result or secondary bacterial 
invasion may occur. 

Chancre Keduz is reported by M. L. Heidingsfeld^ in a 
patient who, April, 1905, presented malignant syphilis. 
He was infected in October, 1904. The initial lesion 
appeared November 5, 1904. Koseola appeared on or 
about January 1, 1905. In the spring of 1905 he had a 
rupial eruption on the right forearm, with lesions of the 
size of a small oyster-shell, and cutaneous gummata the 
size of hickory nuts. He was emaciated, cachectic, and 
bore the general appearance of precocious or galloping 
syphilis. He presented later chancre redux. The penis 
at the meatus urinarius, and in the sulcucoronarius, was 
the seat of three large indurated lesions, easily mistaken 
for initial lesions. They were hazel-nut size, slightly ulcer- 
ated and sufficiently enlarged from the past infection to 
complete the clinical picture of a typical first infection. 
Such cases have often been reported in the literature as 
examples of reinfection of syphilis. These lesions do not 



(1) Lancet-Clinic, Aug. 8, 1906, 
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result from reinfection, but a recurrence of the disease in 
tertiary form, prone to present itself at the site of primary 
infection, and characteristically designated as chancre 
redux. True cases of reinfection occur from time to time, 
but if chancre redux be entirely eliminated they are exceed- 
ingly rare. Drs. Markley and Hedingsfield recently re- 
ported a true case of reinfection. That case was one of 
acquired syphilis with initial lesion, roseola, mucous 
plaques, and late secondary papules, in an individual who 
bore distinct evidences of an hereditary syphilis in the 
shape of a broad, saddle-shaped, deformed nose; perfora- 
tion of the soft palate, impaired hearing and a character- 
istic family history. 

Primary Lymphatio Infection in Women has been dis- 
cussed by B. Berg,^ who examined 1,208 women, mostly 
young; of whom 321 were harlots. The inguinal glands 
were enlarged in 100 per cent. The post-cervical glands 
were enlarged in 100 per cent. The post-cervical glands 
axillary, 33 per cent. ; epitrochlear, 15 per cent. ; mastoid, 
10 per cent.; anterior cervical, 8 per cent.; occipital, 4 
per cent.; paramammary, 3 per cent.; popliteal, 7/10 
per cent. Suppuration occurred in 15 cases, of which 8 
were inguinal, 5 submaxillary and 2 axillary. 

Cerebral Syphilis in Children is discussed by A. W. 
Fairbanks,^ who analyzes 100 cases. The onset was multi- 
form. It was, as a rule, subacute with occasional indi- 
vidual symptoms of very acute character and severity. 
The latter phenomena were characterized by a tendency to 
disappear after brief duration and to recur in some other 
portion of the body. Some cases yielded to treatment, but 
others did not. The symptoms varied in character and 
degree. Changes in disposition and intellect, frequent 
early symptoms in children, were not always apparent in 
the history obtained from parents. Some symptoms seemed 
to occur without premonition, but careful scrutiny of the 
child^s life revealed early evidence of insidious psychic 
changes. Other symptoms were circulatory — vertigo, dis- 
turbances of speech and vision and syncopal attacks. 
^ Syphilis and Pulmonary Tuberculosis. During the past 

(1) Hospitals Tidende. No. 49, Vol. XLVIII. 

(2) Arch, of Fed., May, 1906. 




PLATE III. 
Mixed Chancre with Inoculation of Finger. 
A Bohemian, 38 years of age, appeared at the Post-Graduate Hos- 

?>ital in February, 1906, with the history of a venereal sore existing 
or fourteen days, and appearing two weelts after exposure. Eight 
days before the patient, employed in the canning department of one 
of the packing houses in the stocli yards, had accidentally cut his 
finger with a piece of tin, and in dressing his venereal ulcer had 
infected the cut. It had become inflamed, painful, and had shown 
from the first a rapid destructive tendency, as shown by the picture. 
The ulceration healed rapidly upon the application of a five per 
cent iodoform ointment. In March he developed marked secondary 
symptoms, and was placed upon inunctions. All active symptoms 
subsided in a few weeks. 
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two years J. H. Prior^ has seen 15 cases of lues associated 
with pulmonary tuberculosis. Every case gave a history 
of syphilis and tubercle bacilli were found in the sputum. 
The time elapsed since the appearance of secondary symp- 
toms varied from one to fifteen years. Eight cases exhib- 
ited syphilitic lesions, and seven showed symptoms which 
responded to therapeutic tests. Of fifteen cases sufEering 
from the double infection twelve were incipient and favor- 
able and three were advanced. Persistent rise in tempera- 
ture not accounted for by local tuberculous lesions raises 
suspicion of syphilis. The effect of treatment upon the 
fever was most marked. In two instances the temperature 
dropped to normal in four days, and in the remainder it 
dropped to normal, or 99®, in eight days. The dual infec- 
tion has a less unfavorable prognosis than is" commonly 
supposed. Eight patients apparently recovered from the 
tuberculosis. In seven cases the disease was arrested. Dif- 
ficulties in administration of iodids to syphilitic and 
tuberculous patients have been exaggerated, especially in 
patients with incipient tuberculosis. Potassium iodid was 
given in solution or with the essence of pepsin in from 5 
to 50 grains thrice daily. It was not followed by more 
disturbance than usually occurs when syphilis exists alone. 
Careful attention was paid to the reaction of the lung 
tuberculous focus with reference to the potassium iodid. 
In one instance the moist rales and the expectoration were 
increased, but in the others no such change was detectable. 
Oumma Contagion is discussed by C. A. M. Williams,^ 
who points out that there are many instances of exposure 
to tertiary lesions without contagion resulting, and a few 
followed by contagion. As cases accumulate the data favor 
causal relation between exposure to a tertiary lesion and 
chancre development. The most convincing cases are those 
in which a woman has lived with a man for months or 
years in perfect health and then develops a chancre soon 
after tertiary symptoms appear in her husband. These 
cases are numerous and reported in sufficient detail. Ex- 
periments prove that a gumma may transmit lues. Whether 
a gumma be always contagious is not certain. The living, 
growing part, the border, is likely to be infectious. The 

(1) Medical Record. July 21, 1906. 

(2) Ibid., July 14, 1906. 
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rarity of infection is due to the fact that the organism 
is present in such scanty numbers and has so little chance 
to reach fertile soil. So long as a man shows signs of 
syphilis he must be considered a source of danger to the 
community. 

Luetic Aortic Insufficiency according to Dieulafoy/ has 
been cured by injections of mercury biniodid, given ten 
or twelve times at intervals of five days, followed by a 
month of rest. 

Mercury Localization in the body has been discussed by 
A. Conti and T. P. Zuccola,^ who find that white blood 
cells are transporting mercury and depositing it in various 
organs. Of the latter the liver, intestines, and kidneys 
receive the largest amounts. The deposit is not so con- 
stant in other organs; the salivary glands, pancreas, thy- 
roid, thymus, testicles, etc. In these last mercury is found 
only when the organism is saturated with the drug, and 
when the other organs can no longer hold mercury added 
to them from the blood. No matter where this metal 
becomes localized it selects preferably the nuclei of the 
cell, and it probably exists in the organ as a nucleate. 
The principal exits for mercury elimination are the intes- 
tines, kidneys and lungs, while the saliva has a secondary 
role. 

Mercury Endermically in Infantile Syphilis is urged by 
J. Comby,^ who advises an ointment of equal parts of 
mercury and excipient (petrolatum, adeps lanae, or lard). 
Every day two grams of this (also called Neapolitan oint- 
ment) are rubbed into the skin, whatever may be the age 
of the infant. This is equivalent to fifteen grains of mer- 
cury. In early infancy acute mercurialism is not to be 
feared. Mercurial stomatitis does not occur at this age. 
The local effects are obviated by changing the place of 
friction every day. Massage is not done directly over an 
affected organ, but over the trunk (axillary regions, hypo- 
chondriac region, the buttocks, iliac fossae, etc.). Each 
friction must be done for five minutes with a small piece 
of fiannel, then left upon the region rubbed. 



(1) Presse Med., April 25, 1906. 

(2) Riforma Med., March 17, 1906. 

(8) Jour, de Med. de Parls« March 4, 190Q, 
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Hercnry by the Rectum is employed by C. Audry/ who 
used suppositories containing gray oil, representing 0.02 
to 0.04 gram, or 1/3 to 2/3 grain, of the metal in each. 
These were well tolerated by the bowels. Mercury was 
absorbed by the mucous membrane, as in five days after 
treatment it could be found in the urine. This method of 
administering mercury is easy practice and is physio- 
logically efficacious. Suppositories of blue ointment were 
used thirty years ago by S. D. Gross, who taught that this 
was the most expeditious way to induce ptyalism.^ 

Sarsaparilla in Syphilis is recommended by CuUings- 
worth,® who cites cases where in a short time patients 
suffering from syphilitic cachexia who received a mercurial 
sarsaparilla mixture gained from 2J to 4f pounds per 
week; whereas other cases which received potas. iodid 
and iron failed to gain. Zittman's decoction, which con- 
tains sarsaparilla, preserves its reputation. The decoction 
is prepared as follows : 

Sarsaparilla, cut fine 600 grains 

Water 64 fl. ozs. 

Mercury sulphid, red 5 grains 

Calomel 25 grains 

Alum, powdered 40 grains 

Sugar, powdered 24 grains 

Anise, bruised 24 grains 

Fennel, bruised 24 grains 

Licorice, cut 72 grains 

Senna, cut 120 gi'ains 

Macerate the sarsaparilla with water twenty-four hours. 
Triturate mercurials with the alimi and sugar and put 
resultant powder in folded muslin, suspended in the in- 
fusion of sarsaparilla. After the powder has passed into 
the infusion put it into an earthen vessel and evaporate to 
32 fluid ounces. While hot, add the remainder of the 
drugs. When cold, strain without pressure and then set 
decoction to settle. Then decant clear liquor. The dose is 
a wineglassful, given half an hour after meals, thrice 



(1) Ann. de Derm, et de Syph., October, 1905. 

(2) New York and Philadelphia Med. Jour., Jan. 
(8) British Med. Jour., April 7, 1906. 
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daily. The decoction has been found to act well at the 
secondary period and on tertiary lesions when mercurials 
or potassium iodid, given alone, fail. 

Luetic Tertiary Fever is much more frequent than pub- 
lished reports indicate. When, as A. Birt^ remarks, fever 
occurs in tertiary syphilis coexistent with night sweats, 
loss of weight and pain in the chest, the disease is liable to 
be mistaken for tuberculosis or malarial fever. Janeway 
has reported six cases of tertiary fever mistaken for tuber- 
culosis. Typhoid fever, malaria and septicemia have also 
been mimicked by it. D. N. Carpenter^ has reported cases 
where malaria symptoms first, and tuberculous later, were 
the result of luetic tertiary fever. 

Fever in Hepatic Syphilis, according to J. L. Miller's' 
analysis of six cases, is as a rule intermittent. Such exact 
periodicity is rarely observed except in malaria. Many 
cases are so treated. Chills recurring at a certain time 
each day, over a period of several weeks, are not infrequent. 
In the interval between the chills the patient is usually 
quite comfortable. • Attacks of this character may continue 
with intermission for years without detectable change in 
functions or form of the liver. Spontaneous intermissions 
of fever of weeks' or months' duration are not rare. 

The Erythematous Syphilid, according to A. Cooper,* 
appears first on the sides and front of the abdomen, soon 
spreading in most cases to the chest and back, and not 
infrequently to the upper portions of the limbs also. The 
face, hands, and feet generally escape. As a rule the rash 
comes out gradually, new spots appearing day by day for 
about a week or ten days, and the whole duration being 
roughly from two to four weeks, but varying in different 
cases according to treatment and other circumstances. 
The typical rash consists of red spots, irregular in shape, 
varying in size from a millet seed to a sixpence. This 
syphilid varies considerably in its course, distribution and 
aspect. Sometimes the rash instead of appearing grad- 
ually spreads rapidly, widely and profusely and disappears 



(1) Montreal Med. Jour., October, 1906. 



(2) III. Med. Jour., July, 1906. 

(8) Trans. Amer. Physicians' Assoc., 1898, Medical Record, 
March 17, 1906. 

(4) British Med. Jour.. Feb. 10, 1906. 




PLATE IV. 

Gumma of the Tongue. 

A 28-year-old colored porter appeared at the Post-Graduate Clinic 
in the month of February, 1906. Twelve years previously he had 
primary sore, followed by the usual secondary symptoms. Was under 
anti-syphilitic treatment for six months ; during the next few years 
suffered repeatedly with mucous patches upon the tongue and buccal 
mucous membrane. Three months preceding his appearance he 
noticed a hard lump about the center of the tongue ; this increased 
in ^ize, and slowly and gradually became more and more painful 
When seen at the hospital there was some slight fluctuation and 
evidence of pus. It was Incised and the cavity swabbed out with 
tincture of iodin, subsequently with a one per cent, solution of 
bichlorid of mercury, and the patient put upon energetic mixed 
treatment. The lesion disappeared in about three weeks. 
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as quickly as it came. These profuse rashes are generally 
connected with a factor causing general congestion of the 
skin, such as violent exertion, alcoholic or other excess, or 
exposure to a high temperature. Sometimes no cause can 
be discovered. Local congestion also favors development 
of the rash in certain regions. In women the spots are 
apt to be most numerous about the waist where the cloth- 
ing fits closely to the skin. The rash usually appears first 
on the abdomen, but when the patient happens to be lying 
in bed the rash may affect first chiefly, and sometimes 
exclusively, the parts on which he habitually lies, and 
which are thus kept warmest. A rash on a syphilitic per- 
son is not necessarily a syphilid, even though it be present 
at a time when such a rash might be expected. Drug 
rashes and syphilids may be present together. In one 
instance the syphilid appeared as the copaiba rash faded. 
The importance of variations of the erythematous syph- 
ilid lies in the danger lest the rash be either mistaken for 
something else or overlooked altogether. The unusually 
widespread syphilids simulate other rashes, notably those 
of measles, German measles, and scarlet fever, as well as 
some drug eruptions, especially that due to copaiba. Here 
the history, the presence or absence of primary lesion, 
the state of the lymphatic glands, the temperature, the 
pulse, and the condition of the tongue and throat will 
usually lead to a correct diagnosis. When the syphilid is 
scanty, or when it comes and goes rapidly, it is most likely 
to be overlooked. When a diagnosis of syphilis has already 
been made and acted on, overlooking of the rash is not a 
matter of very great moment, but when history and pri- 
mary signs are insufficient for diagnosis, the patient ought 
always to be carefully watched for signs on the skin and 
mucous membrane. The occurrence of these scanty 
ephemeral syphilids should more especially be borne in 
mind by those who wait for the skin eruption before 
specific treatment. 

Urethra Cylindroid is, according to H. 6. Anthony,^ 
the rarest of all syphilitic lesions of the genito-urinary 
organs. The entire urethra is converted into a hard, firm 
tube, composed of sclerotic tissue, with here and there 



(1) 111. Med. Jour., June, 1906. 
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gummata along its course. It has been mistaken for 
chronic chordee, chronic gonorrhea, especially where there 
was a discharge, for a gumma, and for cancer. One of 
Fournier's cases was diagnosed carcinoma. The surgeon 
abstained from operation because of the extent of the dis- 
ease. Complete recovery occurred under specific treat- 
ment. Gummata may form at almost any point in the 
corpus spongiosum or corpus cavemosum and rupture into 
the urethra producing a discharge from the meatus, or 
they may rupture externally, producing a fistula. In 
presence of a fistula, especially urethro-perineal fistula, 
diagnosis of gumma should be considered. Syphilitic 
bladder ulcers shown by hematuria can only be diagnosti- 
cated by cystoscopic examination. 

Syphilis of the Third Generation is discussed by C. P. 
Marshall,^ who finds from an analysis of the literature 
and reported cases that the degenerative or dystrophic 
eflEects of syphilis are transmissible to the third generation 
and possibly further, only to die out with eventual sterility. 
Transmission of virulent hereditary syphilis to the next 
generation is scientifically possible, the question depending 
chiefly on the two factors of time and treatment. The 
signs of late hereditary syphilis may be delayed till the 
procreative age; hence a hereditarily syphilitic genitor in 
the virulent state might transmit the disease in a virulent 
form to the offspring. Such cases are rare, because but 
a small proportion of cases marry while suffering from 
hereditary syphilis in a virulent form. At the time of 
marriage the disease is usually attenuated by time and also 
by treatment if this has been adequately administered. 
Reinfection of a hereditary syphilitic genitor increases the 
virulence of the disease and its fatal effects on the off- 
spring (binary syphilis of Tarnowsky). The two chief 
obstacles to actual proof of transmission to the third 
generation are possible reinfection of the second genera- 
tion and the possible intervention of another syphilitic 
genitor. Dystrophic states are, however, simply arrests 
of development which may result from any degenerative 
factor and hence are non-specific. 



(1) Lancet, Aug. 26, 1006. 




PLATE V. 

Gummatous Ulceration of Leg. 

Colored man, 56 years of age ; barber by occupation. Seen at the 
Post-Graduate Hospital, November 7, 1905. Complained of a large 
ulcer on the extei*nal surface of the right leg above the external 
malleolus. Skin much infiltrated with a sort of an elephantiatic 
thickening ; a large ulcer, punched-out in appearance, exceedingly 
painful, which had been growing worse during the previous six 
months. Syphilitic infection twenty years previously. Ulcer was 
treated locally, and general specific treatment was also given. Ulcer 
was completely healed on December 12, 1905. The case is interesting, 
showing the more rapid skin regeneration which takes place in the 
colored races. 
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Late Belapses in Syphilis. According to J. Nemnanii/ 
the relapse tn situ as well as the metastatic relapse have 
their origin in the microscopically demonstrable syphilitic 
products, including the syphilitic lymph glands, which 
persist after the disappearance of the clinical manifesta- 
tions. These may exist a very long time, even more than 
a decade. 

Tertiary Knee Arthropathy. M. Berlin^ reports a right 
knee arthropathy in a 34-year-old woman who three years 
before he saw her had contracted syphilis. She had a 
general macular eruption, sore-throat, genital ulcerations, 
and headache. When she entered the hospital there was a 
tubercular syphilid on the left cheek, the size of the palm 
of the hand. The right knee was swollen and contained 
fluid; the capsule was thickened. Pressure over the head 
of the tibia was painful, but no other painful spots were 
found. Radiography showed no osseous abnormality. The 
left elbow was slightly enlarged, and tender on pressure 
over the head of the radius. There were slight evidences 
of compensatory circulation. On injections of mercury 
for two months later all signs of either the cheek lesion 
or involvement of the joints had gone. Berlin states that 
such arthritic lesions may occur at any time after the 
initial lesion. There are two groups of cases: The first 
characterized by involvement of the whole joint, called by 
some white syphilitic pseudotumor, is osteochondroarth- 
ropathy. This is most frequent. The second is char- 
acterized by localization of the process in the synovial 
membrane with the formation of gummata, and is known 
as perisynovial gummatous infiltration. The case reported 
belongs to the first group. This condition must be dis- 
tinguished as follows from tuberculous joints. In syphilis 
there is only a thickening of the capsule, no outgrowths 
are found. In syphilis there is true fiuctuation in the 
joint. There are no contractures or false positions and 
joint movements are free. 

Mercury Salicylate Hypodermically in Syphilis is 

advised by E. F. Kilbane.^ The following procedure is 
adopted: Mercury salicylate is suspended in liquid albo- 

Medical Record, April 28, 1906. 
Echo Medical du Nord, Feb. 4, 1906. 
Medical Record, July 29, 1906. 
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lene, 48 grains to the ounce. The beginning dose is f of 
a grain. The interval between treatmente, four days. 
The dose and length of the intervals between treatments 
are gradually increased until the patient is taking one and 
one-half grains weekly. The full dose of the 10 per cent, 
preparation is therefore 16 minims. If the patient has 
been taking mercury, a larger dose may be used at the 
start. In some cases a dose larger than a grain and a half 
may be used to combat special symptoms, but here more 
frequent use of a soluble salt of mercury will probably 
give better results. Potassium iodid may be administered 
by mouth at the same time. An ordinary hypodermic 
syringe does very well. Any of- the syringes designed 
especially for this purpose may be used. The needle 
should be at least one and a quarter inches in length, and 
of about 18 caliber. Needles of smaller caliber are im- 
practicable, because the mercury will clog in them. It is 
essential that the needle be very sharp. When not in use 
the syringe is immersed in an antiseptic solution. The 
needle is sterilized by boiling. In objecting to the hypo- 
dermic mode of treating syphilis one of the arguments 
used is that it is necessary for the physician to prepare his 
hands as for a major operation. This is not at all neces- 
sary. If the needle after sterilization is handled with a 
pair of sterile forceps and not allowed to come in contact 
with anything not sterile, perfect asepsis is maintained, 
as the hands need not come in contact, either directly or 
indirectly, with the needle or the site of injection. In 
private practice Kilbane has found it advisable to sterilize 
the needle immediately after use, and then keep needle, 
syringe, arid forceps for handling, in an alkaline strongly 
antiseptic solution ready for immediate use when required. 
The gluteal region is the usual site of injection, alternat- 
ing from side to side. The muscles of the back or of 
the calf of the leg may be used if desired. The buttock 
is cleaned as usual for a hypodermic injection. The 
patient's leg is placed so as to relax the gluteal muscles, 
and he is instructed not to jump when the injection is 
made. The syringe is filled with mercury, the needle is 
attached, and air bubbles are excluded. The needle is 
entered firmly and quickly into the muscles as far as the 
guard, care being taken to avoid injuring the periosteum. 
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The relations of anatomic structures in the vicinity must 
be borne in mind. The mercury is then driven very slowly 
and gently into the muscles, the needle quickly withdrawn, 
and the part massaged with a vigorous rotary motion for 
one minute. This massage prevents hemorrhage from the 
puncture and lessens very materially the probability of 
soreness or lameness following. 

V. C. Pedersen^ and GottheiP advise the following 
procedure. The gluteal region is divided into four quad- 
rants by the vertical line of the intergluteal cleft and by 
the horizontal line passing through the upper limit of the 
cleft. The injections are given once a week, three in the 
upper part of each quadrant, in the following order, alter- 
nating from week to week between the right and left 
sides: Eight upper quadrant, 1 inch from the middle 
line; left upper quadrant, 1 inch from the middle line; 
right upper quadrant, 3 inches from the middle line; left 
upper quadrant, 3 inches from the middle line; right 
upper quadrant, 5 inches from the middle line ; left upper 
quadrant, 5 inches from the middle line ; lower right quad- 
rant, 1 inch from the middle line; lower left quadrant, 1 
inch from the middle line ; lower right quadrant, 3 inches 
from the middle line; lower left quadrant, 3 inches from 
the middle line; lower right quadrant, 5 inches from the 
middle line ; lower left quadrant, 6 inches from the middle 
line. The injections are then repeated, beginning at the 
same point as the first. Thus it will be seen that thirteen 
weeks intervene between any two injections at the same 
point. Thus all tendency toward the promotion of nodes 
is obviated and full opportunity is given for complete 
absorption of the drug. Pedersen has made several hun- 
dred injections in this manner without infection or pro- 
duction of painful lumps and nodes which persisted more 
than about two days after the injection. These have been 
rather rare. A large caliber needle, 2^ inches under the 
head, is advised, which has been boiled fully five minutes 
before being used. Sterilized emulsion of mercury salicy- 
late, 1 grain in 10 minims of benzoinol, is employed. The 
skin is sterilized by scrubbing with tincture of green soap, 
then with alcohol, and painting freely with iodin. When 

(1) Medical Record, Sept. 16, 1906. 

(2) New York and Philadelphia Med. Jour., June 19, 1906. 
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the skin is deeply stained by the iodin the injection is 
made. Massage of the point of injection is then carried 
out for two or three minutes vigorously with sterilized 
gauze. The hole, is again painted with iodin and flexible 
collodion used as a seal. No other dressing is made. The 
same general procedure is employed by A. Garceau/ who 
uses mercury sozoiodolate.in lieu of the salicylate. 

Cerebro-spinal Fluid in Congenital Sjrphilis was found 
by L. Tobler^ to present marked lymphocytosis in 12 out 
of 14 cases. Albumin was found abnormally high in 5 
out of 7 cases. These findings in the cerebral spinal fluid 
occurred before other symptoms suggested the existence of 
syphilis. Parental syphilis was the reason for the investi- 
gation in many cases. 

(1) N. Y. Med. Jour., May 11, 1901. 

(2) Jahrb. f. Kinderheilk., Vol. LXIV, No. 1. 



CHAPTER VII. 

GBNITO-UEINAEY MEDICINE AND SURGEEY. 

Physiology of the Prostate is discussed by G. Jappelli 
and G. Mattoza Scafa.^ The gland often undergoes 
atrophy after castration. Walker observed (1901) that 
after tiie prostate had been removed white rat's semen lost 
power of fecundation, while testicle structure and function 
remained unimpaired. Jappelli and Scafa, removing 
dogs' prostates per perineum under aseptic precautions, 
have observed the effects on other dogs of injections of 
extracts made by macerating the glands in sterile normal 
saline solution. This prostatic extract injected into the 
veins is very toxic, paralyzing the respiratory center and 
causing a rapid rise in the blood pressure. The effect on 
the blood pressure tends to pass off, and the animal grows 
accustomed to the extract. Respiration, however, may be 
inhibited, death occurring rapidly. The extract destroys 
coagulation power of* dog's blood. This is probably due 
to a nucleo-proteid. 

Prostate Oalvanic Treatment. John V. Shoemaker^ has 
found in the treatment of prostatic hypertrophy that the 
galvanic current is of the greatest value. An incidental 
advantage is that in all persons the flow of electricity in 
the rectum and negative pole increases the caliber of the 
rectum and causes a simultaneous downpour of mucus. 
Sometimes these effects are followed at once by urgency 
for defecation. This affords great relief from pressure 
on the congested and tender gland. The prostatic elec- 
trolyzer with a small wet battery has given instantaneous 
and great relief to many sufferers. A wet battery capable 
of producing thirty volts affords a margin for the range 
between the least sensitive and the most sensitive prostate. 

(1) Arch. Ital. de Biologie, May, 1906. 
<2) Medical Record, Aug. 4, 1906. 
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Prostatectomy, according to C. G. Cumston/ should 
always be done where absolutely aseptic catheterization for 
any length of time is not possible. To this class belong 
those who cannot carry out catheterization themselves on 
account of senile tremor, blindness, or some similar in- 
firmity. There is also that large group in which catheteri- 
zation is necessary often, or is associated with pain or 
hemorrhage, or is rendered difficult by false passages, and 
so forth. In all instances ^here vesical calculi are present 
at the same time the result from the hypertrophy, opera- 
tion should be done; otherwise calculi will recur. Pros- 
tatectomy is no more dangerous than lithotrity under 
these circumstances. All patients who have cystitis should 
be operated on, and all in whom there is the slightest 
suspicion of malignancy, and where the disease is appar- 
ently in its early stages, should be radically treated. Pros- 
tatectomy may be made such a safe operation that the 
scope of its indications may be enlarged ; but in the mean- 
while the excellent work being done will be injured if 
surgeons persist in persuading patients, who can live com- 
fortably for many years with a catheter life, to undergo 
an operation the good results of which cannot always be 
guaranteed. 

Mortality After Prostatectomy has been analyzed by B. 
Tenny and H. Chase.^ All deaths occurring within six 
weeks of operations are regarded as possibly due to it, 
whence tables reporting deaths only at short intervals 
were omitted. The gross mortality found is compared 
with that given by others. Eeports from certain operators 
are included in Table 1 which lack the details necessary 
for further consideration according to the plan. Omitting 
those 816 cases whose age and mortality appear in 
Table 2 : 

TABLE 1. 

Mortality Supra- Mortality 

Perineal. (perct.). pubic. (percent.). 

Proust 813 7.13 244 12.0 

Watson 520 6.2 263 13.8 

Escat 382 11 164 18.0 

Tenney and Chase 617 7.6 896 9.8 

(1) Surgery, Gynec. and Obstet., Sept., 1900. 

(2) Jour. Amer. Med. Assoc, May 12, 1906. 



GENITO-URINAEY SURGERY. 85 

TABLE 2. 

Mortality Decade mortality, 

Cases. Ages. percent. percent. 

8 39-49 

31 50-54 10 

89 55-59 4.5 5.8 

201 60-64 7 

221 65-69 11.3 9.5 

175 70-74 13 15. 

65 75-79 18.5 

24 80-84 8 

85-89 

2 90-94 50 

Most patients with prostatic obstruction present symp- 
toms before 70, even if the catheter be not absolutely 
required. These figures show the desirability of early 
operation. 

Tenny and Chase have operated on men aged 68, 72, 
77 and 78, whose hearts and arteries were ten years older. 
All recovered, but convalescence contrasted with that of 
younger patients. The oldest patient, ninety-two, was 
operated suprapubically. There are fatal periods. 
Twenty-three of the seventy-three deaths occurred in the 
first forty-eight hours. In the seventh, eighth and ninth 
days 13 deaths occurred. On the 13th, 14th and 15th 
days there were six deaths. From the 20th to the 22d 
there were seven deaths. In these three periods occurred 
two-thirds of the deaths. Duration of life after the 
suprapubic and perineal operations was almost identical. 
Of 38 deaths in 384 suprapubic operations 11 were during 
the first 48 hours; 19 during the first week and 25 within 
the first ten days. Of 35 deaths in 417 perineal opera- 
tions 12 were in the first 48 hours, 19 in the first week 
and 25 within ten days. Three of the 23 patients dying 
during the first 48 hours were in the fifties, out of 
seven dying in that decade. Seven of the thiry-nine 
died in the sixties, thirteen of the thirty-five died in 
the seventies, none in the eighties and one patient of 
ninety-four. The corresponding figures for forty-six 
patients dying within the first twelve days give six deaths 
in the fifties, or 86 per cent., of all deaths in that decade, 
twenty deaths in the sixties, or 51 per cent., of the decade 
mortality, and one patient of ninety-four. The number 
is too small for permanent conclusions. So far as it indi- 
cates anything it is that the older men are less likely to 
stand shock and loss of blood in operation, and that the 
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younger men do not stand sepsis, uremic complications 
and confinement as well *as the elders. 

TABLE 3. 

Within 48 hours. Within 12 days. 

Cause of Death. Suprapubic. Perineal. Suprapubic. Perineal. 

Uremia 2 5 9 9 

Shock and hemorrhage. . . 4 1 4 2 

Pulmonary 2 5 1 

Sepsis 2 1 3 

Cardiac 2 2 2 3 

Collapse 1 2 

Anesthesia 1 2 1 2 

Unknown 1 

Total 11 12 23 23 

Moullin, Eichardson and others claim that bladder cal- 
culus patiento do better under operation. Tenny and 
Chase tables contain 107 such cases with a mortality of 
13 per cent, compared with the 6 per cent, mortality in 
those without stone. Before operation the bladder must 
be made as clean as possible by irrigation or by drainage, 
through a permanent catheter or a cystotomy tube. The 
heart and kidnoys may require stimulation, the bowels 
may need attention for some days, and the skin is not to 
be forgotten when uremia is a possible complication. Dur- 
ing the operation the anesthetist has a great responsibility 
— only second to that of the surgeon, who must choose for 
himself the methods most desirable in each individual 
case. The after-care of these cases during the first few 
days is a more important matter than the special technic 
of any operation. Patients do not bleed to death on the 
table. A severe hemorrhage at time of operation is 
located and controlled, but bleeding into a limp bladder 
or the gauze dressing is easily overlooked in a busy hos- 
pital. Many fatal cases deserve the cause of death given 
by one surgeon: "Hemorrhage and neglect.'^ The kid- 
neys must be kept active and sometimes profuse sweating 
and purgation must be employed. Drains must be kept 
open and there should be frequent irrigation with mild 
antiseptics, though some men consider it unnecessary. 
Watering the patient during the first hours of convales- 
cence is more important than feeding him. This must be 
driven into the ordinary nurse against her will. Last, but 
not least, he must be at the earliest possible moment made 
to sit up, if only for a few minutes at a time. Patients 
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can be out of bed by the second or third day and regularly 
after that. A prostatectomy is not a completed piece of 
handicraft, like most clean laparotomies or dissecting 
operations, after which the surgeon can wash his hands 
and leave the case to the care of the ordinary nurse or 
house officer. Each patient should have careful and intelli- 
gent attention almost constantly during the first forty- 
eight hours, and the same sort of attention later at fre- 
quent intervals until his convalescence is well established. 
The more feeble the patient the more necessary is this 
care: Prepare the whole patient as well as the operative 
field for the ordeal ; do not attempt too much at one sitting, 
and remember that the need of minute attention to the 
patient^s condition has only begun when the anesthesia is 
over. These are precautions most essential to low mor- 
tality after prostatectomy. 

Perineal Prostatectomy, according to J. B. Murphy,^ is 
preferable, because the perineal route gives the best ulti- 
mate result. There is less danger than from the supra- 
pubic or Bottini^s operation. There is less fear of hemor- 
rhage, of sepsis, of injury to neighboring structures and 
of danger to life. Drainage is excellent, favoring rapid 
restoration of the bladder to normality. The wound repair 
is more rapid. The vesical control is good but sexual 
power is destroyed. There is great relief of vesical irrita- 
tion and micturition frequentiy is reduced to normal. 

Catheterism in Senile Prostatics, according to John 
Vanden Poel,^ properly applied and at the right time, 
renders unnecessary many operations, without which 
patients would have been as well, if not better off. Mod- 
ern technique and advance in knowledge of prostatectomy 
justify operations previously not justifiable. In moderately 
enlarged prostates, with slightly increased frequency in 
micturition and a moderate residuum, no local treatment 
is necessary, except massage, and then only in the glandu- 
lar form. In the poorest classes, or where aseptic cathe- 
terism is practically impossible, operation must be consid- 
ered much earlier. Prophylactic or preventive prosta- 
tectomy should not be recommended, as it may be a useless 

<1) Jour. Amer. Med. Assoc, May 12, 1906. 
(2) Medical Record, May 26, 1906. 
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operation looking toward an infirmity which may never 
arise. In the second stage, with a residuum of four ounces 
or over, after milder means have failed, the catheter is 
indicated. Sometimes patients will return to the first 
period, or if not, the third can at any rate be avoided. 
With large residuum and sclerotic prostate, it may be 
advisable to operate. All that can be got should be got 
from the catheter in acute retention before intervention, 
as catheterism, though sometimes impossible, will at times 
definitely re-establish the urinary function for many years, 
no matter what the prostate state. In the third stage, if 
not too far advanced, catheterism may place the patient in 
the second stage again. But if impossible or inadvisable 
for any reason, operate, if kidneys and general condition 
warrant it. In the large non-contractile so-called ^^silent 
bladders,^^ as also in the very small trabeculated and 
sacculated bladders with chronic cystitis (the sclerotic 
type), prostatectomy or prostatotomy is not as a rule 
warranted. The patients are usually left as badly and 
sometimes worse off than before. In chronic retentions, if 
the case be aseptic, catheterism is often preferable. The 
vulnerable period can be got over without infection, 
though at the same time the outlook after prostatectomy 
(its risks and complications) should be laid before the 
patient. But if the case be septic, and has been so for 
some time, clean catheterism seems powerless to eradicate 
its effects and operation is indicated. 

Urogenital Diaphragm Destruction in Prostatic Ischuria 
is advised by E. W. Andrews.^ He objects to routine 
prostatectomy because of its many deaths. Any operation 
of this kind is. dangerous, a long series of cystotomies, 
showing a regular percentage of death. Unless there is a 
crowding together of the walls of the prostate, as by the 
bones and ligaments of the pelvis, enlargement alone will 
not cause stoppage of the urine. It is because of such 
compression that the lumen of the urethra is encroached 
upon. Andrews would relieve this compression by free- 
ing the prostate from its attachments and confinement 
under the public arch. He makes a curved incision 
through the skin and fat corresponding in direction to 



(1) Annals of Surg., December, 1905. 
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the pubic arch, after pushing up the testicles and holding 
them out of the way by a truss or binder. After pushing 
the vessels aside and dividing the suspensory ligament of 
the penis he cuts oflE the deep fascia part of the 
levator and allows the membranous urethra and pros- 
tate to be brought into view by pulling on the penis. The 
puboprostatic ligaments are now in full view and are 
made tense by the traction. These are then divided, when 
the prostate comes further into view. The pelvic dia- 
phragm supporting the prostate is then cut along both 
lateral borders, when the whole mass, including the pros- 
tate and neck of the bladder, falls freely backward and 
downward, almost as if they were herniating into a new 
position. Special precautions are taken against dividing 
the dorsal arteries, veins and nerves of the penis. The 
wound is then closed with only capillary drains in the 
angles. As a result the prostate falls backward into a 
wider space between the bones, and the general result is a 
great loosening up of all the structures concerned in pres- 
sure on the neck of the bladder. Great relief of rectal 
reflexes and spasm results. The retroprostatic pouch is 
abolished and the has fond becomes a true funnel with its 
outlet at the lowest point. 

Discussing Obscure Urinary Disorders, B. C. Elsworth^ 
points out that cystitis of long duration, due to a primary 
lesion of the bladder and accompanied by acid urine, is 
very common. Urinary disorder with acid urine and fre- 
quency of micturition does not mean that bladder lesion 
is excluded and that lesion is necessarily renal. Extensive 
renal disease may occur without urinary symptoms and 
with normal urine. Pain, frequent micturition, and acid 
pyuria may appear without disease of either kidney or 
bladder, the symptoms being due to ureter lesion. The 
urinary organs are so intimately connected, the symptoms 
produced by disease of one may be common to all. Dif- 
ferentiation is possible by physical examination alone 
Here cystoscopy gives valuable aid. Sometimes adminis- 
tration of a pigment such as an anilin dye facilitates 
recognition of a more or less obstructed ureter. 

Bladder Hernia, according to C. A. Kivlin,^ is increas- 

(1) Practitioner, June, 1906. 

(2) New York and Philadelphia Med. Jour., July 14, 1906. 
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ing with the increase of herniotomy. Three anatomic 
varieties are recognized : Extraperitoneal, in which, the 
bladder protrudes alongside of the sac of an ordinary 
hernia, or independent of any sac. Intraperitoneal, hi 
which the bladder appears in the sac covered with peri- 
toneum. Paraperitoneal, where that portion of the bladder 
which has peritoneal covering, is continuous with the pos- 
terior and inner portion of the true hernial sac. In some 
cases it forms this portion of the true hernial sac and is 
easily injured in cutting off, or in ligating the neck of the 
sac. This intimate connection between the hernia sac 
and the bladder makes it difficult to separate one from 
the other without injury to the bladder. Most diagnoses 
are made only after the bladder h^s been opened. When 
the bladder is opened sature and drainage, as the condi- 
tion warrants, should be done and the operation entirely 
or partially completed as surgical judgment prompts. 
Inguinal bladder hernia is always associated with omental, 
or intestinal hernia. Symptoms of vesical hernia are 
enlargement of the hernial site when the bladder is full 
or distended, fluctuation, and difficulty in micturition. 
At times the patient can empty the bladder only when, in 
a position which permits free egress of uncapsulated urine, 
or when pressure on the swelling allows of free egress. 
The bladder may be emptied in two acts. The first act 
empties all urine except what is within the herniated por- 
tion, the second empties the herniated portion. At other 
times urine is voided drop by drop. Sometimes pressure 
on the hernial sac causes desire to urinate. Frequent 
urination is a most common symptom of bladder hernia. 
Distention of the bladder for diagnostic purposes may be 
brought about by having the patient retain urine for a 
long time, or by injecting air or water into the bladder. 
Occasionally it is possible to catheterize the herniated 
portion. Pressure may reduce the size of the fluctuating 
swelling, the accompanying intestinal or omental hernia 
may be reduced, but almost invariably there remains 
behind what B. Farquhar Curtis describes as a small, flat, 
doughy tumor, feeling like a thickened sac, or like a 
flattened piece of adherent omentum. Conditions which 
lead to suspicion of bladder presence during operation are: 
Presence of an unusual amount of fat in the inguinal 
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canal, location of the swelling, diflBculty of separating 
from the true hernial sac, recognition of the musculature 
when present, possibility of passing a urethral catheter 
or sound into the hernia. In addition to these are the 
size of the inguinal opening, out of proportion to the 
protruding intestines, likelihood that the hernia will be 
direct (two out of four cases in his experience), and 
difficulty of finding the neck of the true hernial sac. The 
latter difficulty was present in Kivlin's cases. The fat 
which is present in the inguinal canal in these cases may 
be found as a diffuse layer, or as a lipoma. The herniated 
portion of the bladder is always found to the inner side 
of the true hernial sac. Sonnenberg finds it always to the 
inner side and behind the hernial sac. As a rule, it lies 
to the inner side of the spermatic cord instead of in front 
of it, as the ordinary inguinal hernial sac does. It is not 
intimately connected with the cord. The pedicle of the 
herniated portion of the bladder leads down behind the 
pubic bone into the true pelvis. If the bladder in the 
hernia be normal, the bladder wall can be identified by its 
thickness. Frequently there is little or nothing of the 
muscular coat present in the hernia, which consequently 
has more the appearance of an ordinary hernial sac. In 
one case Kivlin thought the bladder an adherent bowel, 
but recognized the error when he tried to separate it from 
the sac. When the tip of the urethral sound passes from 
the bladder into the hernial sac it proves that there is 
bladder hernia. This is not possible as a rule. The 
bladder, if wounded, may be identified by the presence of 
urine, by the possibility of passing a metal instrument 
through the wound, and bringing it into contact with the 
sound, passed into the bladder through the urethra, or a 
catheter may pass through the urethra and out through 
the wound of the bladder, or in a man, by palpating the 
prostate. The bladder has been mistaken for the true 
hernia sac, for a lipoma, for preperitoneal fat, for 
omentum, for a cyst, for a thickened mass in the sac 
wall, for a cord hydrocele, for a sacculation colon, 
and finally for a second hernial sac. In the modern 
radical operation for inguinal hernia the neck of the sac 
is drawn down as far as possible, in order to ligate oflE the 
sac as high as possible. In doing this, if the neighboring 
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parietal peritoneum be also drawn on and through it 
traction may be made on the bladder. In case of hernia 
recurrence after operation, the bladder is quite likely to 
be present in the hernia. 

YaB Deferens Anastomosis is advocated by 0. F. Lyd- 
ston/ who claims that it is a perfectly safe operation if 
properly performed. While it has marked influence oji 
innervation and circulation of the prostate and seminal 
vesicles, it does not necessarily cause permanent sterility. 
It is of value in sexual neurasthenics, spermatophobiacs 
and in genuine spermatorrhea. In intractible prostatitis 
and seminal vesiculitis it is of great value and deserves a 
trial before the major operations. Eecurrent epididymitis 
furnishes an important field for this operation. It has an 
application in suspected or known tuberculosis or malig- 
nant disease of the testes. In some enlarged prostates, 
with hemorrhages from the vesical neck, unsuitable for 
radical operation, Lydston has so improved the conditions 
by a preliminary vasectomy that prostatectomy is unad- 
visable, vasectomy is indicated. In some cases it is pos- 
sible to re-establish continuity of the vas deferens after 
previous vasectomy. The chief indication is in cases of 
accidental severance of the vas, but in double resection, 
followed at a longer or shorter period by anastomosis, 
two chances of restoring fertility occur. One or the other 
vas is liable to regain potency. The time between vas- 
ectomy and anastomosis varies according to improvement 
in the condition for which vasotomy was performed. 
Lydston's method of anastomosis consists in excising the 
nodule of the point of resection, bringing the two ends 
together and uniting them after having inserted into their 
lumen a strand of large sized silk-worm gut, the proximal 
end of which is passed out by the threaded needle about 
an inch and a quarter above the anastomosis and through 
a puncture in the skin a little above the upper angle of 
the wound. The object of the silk-worm gut thread is to 
preserve continuity of the lumen. It should be removed at 
the end of a week. A portion of the free edge of the 
fascia, which was divided to expose the parts, is wrapped 
closely around the vas so as to close it in completely. 



(1) Jour. Amer. Med. Assoc, July 21, 1906. 
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The fascia is closed with the catgut and the edges of the 
scrotal wound brought together with fine silk-worm gut 
or horsehair. There is very little reaction after the opera- 
tion, though some exudation and nodulation may be per- 
ceptible for weeks. Out of four cases thus operated on, 
one patient has shown restoration of function by sperma- 
tozoids in the urine. One is seemingly a failure. There 
has not been time to determine the condition of the other 
two. 

Seminal Vesicle sjid Vas Deferens Calcification is 

reported by S. George^ in two cases. In one a long mass 
was found in the right seminal vesicle wall. In the other, 
left vas deferens, calcification existed which was not a 
regressive metamorphous but the result of gonorrheal 
deferentitis. Gonorrheal etiology of urethral calcification 
has been pointed out by J. G. Kiernan.^ In rectal exami- 
nation the condition described by George may be mistaken 
for bladder calculi or neoplasms. 

In Seminal Tuberculosis, according to Gunn,^ infection 
may readily pass along a normal vas to the vesicle or 
prostate. That the vas above a diseased testis feels healthy 
is no proof that the tubercle has not extended to the 
vesicles. When both testicles and seminal vesicles are 
infected radical treatment is alone likely to be followed 
by success. Where the disease is confined to the seminal 
tract it can be completely removed without great risk to 
the patient. The patient is functionally no worse after 
such an operation than after a partial operation on both 
testes. 

Varicocele Operation Consequences have been analyzed 
by E. M. Corner and A. R. Nitch* in a hundred cases. 
The operation consisted in exposing the cord and remov- 
ing about two inches of the pampiniform plexus. Of 
immediate results hemorrhage is rare, but even a slight 
hemorrhage may lead to formation of a hematoma which, 
by pressure on the veins, may cause edema and thicken- 
ing of the scrotum, subjacent tissues, and testis. The 
warning of hemorrhage after an operation for varicocele is 



(1) Jonr. Amer. Med. Assoc, July 14, 1904. 

(2) Practical Medicine Series, Vol. X, 1902. 
(8) Lancet, June 9, 1906. 

(4) British Med. Jour., Jan. 27, 1906. 
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that the patient complains of pain. The scrotum should 
always be examined if this complaint is made. Inflamma- 
tory changes in the testis were noted in 5.6 per cent. In 
no case did suppuration occur. Edema and thickening of 
the scrotum, enlargement of the testis, and hydrocele, with 
alteration in consistence of the above tissues, was noted 
in all cases. Flaccid hydrocele is frequently present. 
Suppuration is very rare and has nothing to do with the 
causation of the above mentioned thickening. Of remote 
results changes in consistence of the testis are constantly 
present. The gland is harder than its fellow, and less 
elastic; such fibrosis could be recognized in at least 84 
per cent, of the cases. The epididymis is usually larger, 
harder and more easily felt. The skin of scrotum was 
noticeably thickened in 41 per cent. In 60 per cent, the 
scrotum was thicker on the side of the operation. Large 
tense hydroceles, noticed by the patients, were present in 
8 per cent. Small flaccid unnoticed hydroceles were 
present in 15 per cent. Spermatocele, hernia, and recur- 
rence each occurred in two cases (2 per cent.). The vas 
deferens was thickened in 8 per cent. In 17 per cent, 
there was complaint of pain in the testis; 70 per cent, of 
the patients were definitely benefited by the operation, 26 
were neither helped nor harmed, while 4 stated that they 
were worse. 

Spermatopexy is the title of an operation devised by 
N. Hevistes^ for fixing the spermatic cord in retention of 
the testicle in the inguinal canal. The canal is opened 
as in radical hernia operations, the testicle brought down 
into the scrotum and the cord anchored to the pubic bone 
periosteum by a silk suture. Two operations on children, 
age 8 and 11, were successful. 

An Inffninal Testicle in a Pseudo-hermaphrodite is 

reported by Marion.^ The patient, aged thirty-six years, 
was married at twenty, but never regularly menstruated. 
She appeared to be a healthy, normally developed woman, 
with long hair, large breasts and a feminine body. On 
examination the vulva showed nothing abnormal; the 
pubis was covered with hair, the labia majora and minora 



(1) La Derm. Med., May 16, 1906. 

(2) Ann. des Organes Genito-Ur., December, 1905. 
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were well developed, the clitoris was of normal dimensions. 
The entrance of the vagina presented myrtiform caruncles, 
remains of the hymen. Digital examination of the vagina 
showed a depth of 5 to 6 cm. only. When the speculum 
was introduced the vagina, which was of normal caliber, 
was seen to end in a cul-de-sac, at the end of which no 
trace of a cervix could be seen. Examination showed the 
pelvis to be filled with a round mass about the size of a 
fetal head, firm, easily palpated with the vaginal finger 
when the other hand was applied to the abdomen. The 
tumor was so fixed that movement could not be given to it. 
It was thought to be a fibroid developed on a uterus 
masked by an imperforate vagina. The patient presented 
in the inguinal region, above the labium majus, a tumor 
the size of a pigeon's egg. It was firm, non-fluctuating 
and seemed to be a fibroid of the round ligament. Median 
laparotomy disclosed a tumor which was easily lifted from 
the pelvis and attached by a lateral pedicle. There was 
no trace of uterus or ovary. The abdomen was closed and 
the small mass in the right groin removed. This was 
easily isolated, and was attached by a moderately thick 
cord, analogous to the spermatic cord. In about a month 
the patient left the hospital completely cured. Micro- 
scopic examination showed the inguinal mass was a testicle 
and the abnormal tumor an alveolar carcinoma. 

ITrachus Cysts are treated by removal, by Delore and 
Cotte.^ Simple puncture or incision is followed by refilling 
of the sac, and perhaps by a persistent fistula. Repeated 
punctures have been as unsuccessful as single ones. Such 
treatment i6 merely palliative aijd excusable only for 
cachectic patients who cannot stand a severe operation., 
and with whom the necessity of relieving pressure is 
urgent. In cases in which the cyst communicates with 
the bladder the connection with the latter must be divided 
and the opening thus made must be securely closed. 

In Urethral Endoscopic Examination Goldschmidt^ 
dilates the urethra at the onset with air or water with a 
4/2 inch tube. It is thereby possible to inspect almost the 
entire urethra. The crypts and gland openings are readily 
visible thereby. 

(1) Rev. de Chlr., March, 1900. 

(2) BerUn klin. Woch., Feb. 6, 1906. 
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In Yesioal Calculi in Children, A. M. Winternitz^ has 
discarded perineal section and performs litholapaxy and 
suprapubic cystotomy together. The latter is the operation 
of choice in children under three, since the urethra caliber 
is too small for the lithotriptor. In the suprapubic 
operation it is not necessary to distend the bladder. 
Since it rises far above the pelvis and peritoneal 
injury is therefore almost impossible. The scar resulting 
from the operative wound never interferes with the urinary 
or sexual act, frequently the case where the perineum has 
been opened. The interior of the bladder is much more 
easily explored. Drainage need not be employed. Where 
there are normal urine and a healthy bladder wall, the 
wound is completely sutured and the patient is generally 
well after ten days. The prevesical space is drained for a 
few days and the abdominal wall sutured. A permanent 
catheter is never employed, because of danger of clogging 
and delicacy of the mucous membrane in children. When 
cystitis is present the bladder is drained through the supra- 
pubic wound by a suction drain, the wound is irrigated 
from time to time through it. The average invalidism 
is 22.6 days. When litholapaxy could be employed 
(eighteen cases) the patients were perfectly well after, on 
an average, nine days. Indications for the operation, 
when cystitis or pyelitis does not exist, are where the 
urethra is sufficiently large to permit use of instruments 
and where the stone is freely movable and not too hard. 

Litholapaxy is preferable to lithotomy, according to 
^^inburne.^ There is no comparison in the after affects 
between the two operations ; in the one, the patient is able 
to go about his business in forty-eight hours, while in the 
other it takes practically six weeks for the wound to heal 
and another six weeks before he has gained strength 
enough to pursue his vocation. The reason that the 
American surgeons seem to prefer lithotomy is their not 
being acquainted with the crushing method, which is 
an entirely safe procedure in skillful hands. The author 
usually operates under general anesthesia, using a medium 
sized Keyes lithotrite and a Chismore evacuator. The 



(1) Berlin kUn. Woch.. March 25, 1006. 

(2) New York and Philadelphia Med. Jour., March 26, 1906w 
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operation generally lasts one-half to three-quarters of an 
hour, though the actual crushing may last but ten minutes. 

Ureteral Calculi, according to J. B. Deaver/ may be 
arrested at tiiree points: (1) Two inches from the renal 
pelvis, (2) at the brim of the pelvis, (3) at the vesical 
orifice of the ureter. If the stone escape into the bladder 
symptoms of vesical calculus; if it remain in the 
kidney, symptoms of renal calculus. In doubtful cases 
explore the kidney through the loin and then pass a sound 
down the ureter before concluding the operation. Tender- 
ness at the seat of impaction and a perfect skiagram aid 
diagnosis. If the stone be near the bladder it should be 
removed intravesically, if more than inch from the blad- 
der wall it should be removed extraperitoneally. Incision 
into the ureter should be avoided. Incision through the 
renal cortex or directly into the pelvis of the kidney is 
preferable, drainage being better, while the wound can be 
more accurately sutured. 

Gibbon palpates the ureter through an abdominal 
wound as a routine measure if symptoms present be not 
explained by conditions elsewhere. In two cases where 
stones were removed extraperitoneally, through an abdomi- 
nal incision, the finger in the peritoneal cavity compressed 
the ureteral stone while the ureter was being exposed. 
The objection that peritoneal infection is liable to occur by 
stripping it away from its attachment did not apply in 
these cases. By operating within and behind the peri- 
toneal cavity the ureteral stone can be pushed into the 
bladder should that be desirable. This combined method 
is advised for doubtful cases rather than the removal of 
stones through the peritoneum. In neither case was the 
ureter sutured, but closure of the ureter is preferable, a 
drainage tube being carried down to the sutures. If the 
ureter be much injured suture would be unadvisable. 

Sterility from Bilateral EpididymitiB, according to W. 
C. Quinby,^ is rather more frequent than is generally 
believed. It may be relieved by an anastomosis between 
the vas and epididymis below the point of occlusion. 

(1) Annals of Surgery, May, 1906. 

(2) Boston Med. and Surg. Jour., Nov. 8, 1006. 
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NERVOUS DISEASES. 



THE NEURONE THEORY. 

Much investigation and discussion has lately been 
directed towards two points most important for the neu- 
rone conception, namely, (a) the relationship of the neuro- 
fibrillar and their terminal buttons to the fibrils or other 
structures with which they are physiologically connected, 
and (b) the possible autoregeneration of nerve-fibers. 

The staining methods of Cajal, Bielchowsky and later 
of Donaggis show beautifully the fine fibrils which are 
known to run through dendrites, cell-bodies and axis- 
cylinders, some of them, at least, ending in so-called ter- 
minal buttons which swarm about the surface of other 
cell-bodies. This has been demonstrated by a number of 
investigators who have published many clear photographs 
and drawings. The gist of this anatomical matter, how- 
ever, lies in the question whether or not these terminal 
buttons are in direct continuity with the fibrillas inside the 
cell-body. According to some authors the neuro-fibrils 
have never been seen actually connecting with each other ; 
instead, there is said to be a boundary of clear protoplasm 
between the inner fibrillary network and the outside of the 
cell. However, other investigators, particularly H. Held,^ 
are satisfied that they can see such intercommunication. 
Held says that the terminal buttons themselves contain a 
little network of fibrils from which twigs are given ofiE 
penetrating the interior of the nerve-cell they rest upon. 
On the strength of his findings he asserts that in the 
central nervous system of adult vertebrates there does not 
exist that discontinuity between the nerve-cell elements 
which is the fundamental point of the neurone doctrine. 

Several authors have pointed out that neuro-fibrils do 

(1) Archly fllr Anat. u. Physiol., 1006. 
101 
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not exist anywhere so far as is known without being 
accompanied by their matrix, the perifibrillary substance, 
and this at once brings up the interesting question: what 
is the real conducting substance? This question is at 
present unanswerable. 

Already workers have begun to study the pathologic 
conditions of neuro-fibrils. Particularly in general paresis 
have changes been found. Indeed, there has been some 
attempt at classifying the pathologic conditions of the 
fibrils, especially by Marinesco and a number of French 
authors; but probably the attempt is somewhat premature 
for, as Bielchowsky has pointed out, the observations are 
too scanty and as yet too unsystematic to build up patho- 
logic pictures belonging to separate diseases. One investi- 
gator, K. Schaflfer,^ has very recently taken up a narrower 
problem, the condition of the fibrillary reticulum when 
the cell-body is swollen. He finds that in the first stage 
of the swelling the interfibrillary substance occupies more 
space, stretching the meshes of the reticulum. The cross- 
ing points of the reticulum also appear swollen. In the 
second stage the fibrils themselves break up into particles 
which still imitate in arrangement the former network, 
but later lose their identity in a diffuse mass of dentrites 
which gradually disappears. The axis-cylinder, in contra- 
distinction to the dendrites, takes little part in the swell- 
ing. 

A splendid experimental investigation apparently most 
significant for the neurone theory has been achieved by 
E. G. Harrison.^ Though this work has received little or 
no comment from most European investigators. Barker 
and other American neurologists have received it with 
6clat. Embryologic teachings have all along been one of 
the mainstays of the neurone doctrine, in that every nerve 
fiber is said to be the outgrowth of an individual, primary 
ganglion-cell. However, Apathy, Bethe and others have 
conceived peripheral nerve fibers as the product of in- 
numerable cells arranged one after another in tandem, 
represented in the full grown nerves by the cells of 
Schwann. Harrison worked on the laryse of amphibia, 

(1) Neurol. Centralblatt, No. 18. 1906. 

(2) Reported in the Sitz.-ber. d. Nlederrhein. QeseUsch. f. Nat. u. 
Heilk., Bonn, 1904 ; also article In the Jour, of Bxperimental Zoology, 
1906. 
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cutting away the ganglionic ledge from which the Schwann 
cells originate. After this had been done he observed a 
development of naked fibers in the periphery of the frog, 
showing that nerve-fibers are not necessarily developed 
from the cells of Schwann. Carrying the experiments a 
step further Harrison excised in embryos the ventral por- 
tions of the neural tubes containing the cells from which 
develop the spinal motor nerves, leaving the ganglionic 
ledge intact. The result was that the structures derived 
from the ledge developed as usual, but there was not a 
trace of the peripheral motor fibers. Evidently this proves 
conclusively that peripheral nerves can develop only from 
the nerve-cell to which they are attached. 

This leads to the problem of autoregeneration, which has 
been widely discussed during the last year. Bethe, Van 
Gehuchten and a number of other experimentors have 
asserted that when a nerve has been completely divided 
from its central connection and even artificially prevent- 
ed from reuniting, that an autoregeneration of the distal 
end takes place. Their experiments have been repeated, 
criticised and recriticised until the problem has grown 
most complicated. As it stands now, Miinzer and 
Fischer^ offer a strong criticism of Bethe's findings, 
inasmuch as they have repeated his experiments and find 
that whenever there is apparently autoregeneration in the 
distal part of a divided nerve, one can find above its cen- 
tral end, running through foreign tissues, such as muscle 
substance, tiny fibrils which can be seen and sometimes 
even stimulated by the electric current. It seems that 
these fibrils do not necessarily represent an outgrowth from 
the distal end of the central part of the divided nerve 
fiber, but may be the result of the powerful attractive 
force, neurotropism, exerted by disintegrating nerve sub- 
stance on living nerve fibers at a distance. Thus the 
new fibrils may come from the side of the severed nerve 
farther up, or from other uninjured nerves. 

Eaimann^ endeavored to settle this question in funda- 
mental fashion by dividing in young animals the sciatic 
nerve and then excising the portion of the spinal cord 
and the intervertebral ganglia corresponding to the origin 

(1) Neuroloff. Centralblatt, No. 6. 1006 

(2) Jahrbncn. f. Fiycb, u. Neurol., Vol. 26, p. 811. 
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of the sciatic nerve, in order to prevent any central out- 
growth. After three months he found in the periphery 
an extensive regeneration of the medullary sheath, which 
in cases examined immediately after the injury was, of 
course, found degenerated. It may be claimed here, in 
accordance with the findings of Miinzer, that the regener- 
ating fibers were derived from nerves arising from higher 
parts of the cord, but Raimann thinks it improbable, be- 
cause the sciatic itself remained in place and iminjured 
fascia separated it from muscle tissue, through which only 
it could receive the new fibrils. As a critic of Raimann's 
work, Lugaro^ has lately undertaken similar experiments, 
with just the opposite results. When the sciatic was cut 
and its spinal sources destroyed, Lugaro found no medul- 
lated fibers at all in the peripheral part of the nerve. He 
lays great stress on the fact that he thoroughly destroys 
the intervertebral ganglia, which perhaps Eaimann did 
not do. 

Two good recent general reviews of the neurone concep- 
tion are readily accessible to American readers. L. F. 
Barker^ presents the main questions in a historical and 
readily understandable article. 

I. Collins^ goes more into the detail of recent investi- 
gations. 

Our sketch includes later work, but there have been no 
facts brought forward lately which fundamentally change 
our knowledge. In a well-balanced, critical review of in- 
vestigations bearing on the neurone conception, A. Kohn* 
said before the "Verein deutscher Aerzte" that notwith- 
standing the many facts which morphology has lately 
brought forward in regard to nerve-cells and fibers, phys- 
iology had nothing new to expect from these investiga- 
tions. Whether unicellular origin and bare contact of the 
neurones or multicellular origin and discontinuity obtain, 
in no case are the present conceptions of the physiology 
and neurology disturbed. The old idea of functional unity 
still holds good, and for practical purposes we can still 
retain the name and the old conception of a neurone. 

(1) Nenrolog. Centralblatt, Dec. 16, 1906, and Sept 1. 1009. 

(2) Jour. Am. Med. Assoct March 31 and April 7, 1006. 
(8) Medical Record, Jane 16, 1906. 

(4) MUnchener med. Wochenschrlft, July 8, 1006. 
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Significance of Dermographia, H. Stursberg^ has un- 
dertaken to elucidate the problem of whether the so-called 
dermographia has any value for the diagnosis of functional 
neuroses. He has investigated, by making exact compari- 
sons, some ninety patients. He comes to the following 
conclusions: A reddening of the skin after moderate 
mechanical irritation is to be found in the great majority 
of all cases examined. Complete failure of this irritative 
reddening is the rare exception and generally is due to an 
abnormal condition of the skin. On looking back through 
findings in a large amount of material, it was found that 
dermography occurred in a somewhat higher number of 
cases of neuroses than in other diseases. At the same 
time the phenomenon can have no real importance for 
the diagnosis of functional nervous disease, because it may 
be present in cases where there is absolute lack of nervous 
symptoms. Stursberg^s results in this investigation agree 
with his previous findings in regard to the relationship 
between neuroses and the pharyngeal reflex. 

Tendon Analgesia. A new sign of tabes, namely, anal- 
gesia of the tendons, especially to be demonstrated in the 
Achilles tendon, has been described by Abadie^ and fur- 
ther studied by Eacine.^ It was pointed out by Abadie 
that ordinary pressure upon the Achilles tendon, pressed 
between the two fingers directly behind the malleoli, calls 
forth sharp pain. In the examination of tabetics he found 
that one might pinch with all the strength of both hands 
without causing unpleasant sensations. It is easy to 
prove on the normal individual that the pain is quite 
different from that experienced when the skin alone is 
pinched, and therefore the pain is attributable to the spe- 
cial sensibility of the tendons. Eacine confirms these 
observations, going more exactly into the matter by esti- 
mating the sensations according to the kilos of pressure 
exerted. They both agree that in about 80 per cent, of 
the cases of tabes the sensibility of the tendons is much 



(1) Deutsches Archiv fflr klin. Med., Sept. 1905. 

(2) Gaz. Hebdom. des Sc. Med. de Bordeaux, Aug. 
(B) Miinchener med. Wochenscbrift, May 15, 1906. 
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diminished or entirely absent. Abadie is inclined on the 
basis of this percentage to think this sign more valuable 
than the loss of the knee-jerk; but, as Racine points out, 
when the tendon sensibility is merely diminished, it is a 
very unsafe sign, because many normal individuals do not 
feel sharp pain when the tendon is pinched. It seems that 
the tendon sensibility is lost rather early in the course of 
tabes, but not earlier than the development of other signs. 
As Eacine says, it is an extremely easy matter to test this 
tendon sensibility, and its absence can be safely regarded 
as confirmatory evidence. 

Pressure Sense. The sensation of pressure has been 
studied by 6. Marinesco,^ who draws attention to the fact 
that it is entirely separate from the ordinary sense of 
touch. He finds that this sensation, which he terms 
baresthesia, is conducted by sensory nerves which end in 
the bones, tendons, joints, muscles and aponeuroses. Path- 
ologic alterations of this sensibility are to be estimated 
by the use of any suitable object by which pressure is 
produced. They are generally found coexistent with alter- 
ations in the vibratory sense. (This so-called pallesthesia, 
best estimated by the tuning fork, was described in the 
Neurologic Section of the Year Book for 1904.) In 24 
out of 25 cases of tabes Marinesco found baresthesia modi- 
fied. In examining paraplegics he found, in most cases, 
baranesthesia together with general anesthesia. In hemi- 
plegics he found in more than half the cases that the 
sensation of pressure was pathologically altered while pal- 
lesthesia was retained. However, in one case he found the 
oppQsite, namely, that the vibratory sensibility was affected 
while baresthesia was intact. 

Marinesco classifies disturbances of sensibility from a 
clinical standpoint as follows: (1) Alteration of all forms 
of sensation. (2) Abolition of both the sensation of pres- 
sure and of vibration, or of only one of them, together 
with the preservation of all the other forms. (3) Aboli- 
tion of the sensations of temperature and pain, with nor- 
mal sensations otherwise. (4) Alteration of temperature, 
touch and pain sensations, with preservation of the sensa- 
tions of pressure and vibration. 

(1) La Semalne M^dicale, Nov. 29, 190S. 
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Sensory Dissociation. In a very long and careful study 
of dissociation of the sensations of temperature and pain 
made by T. Piltz^ many points of practical value to the 
clinician are brought forward. Remarking that the 
author's observations are thorough-going and his study 
of the literature painstaking, we may summarize as fol- 
lows : 

1. Disturbances of temperature and pain sensations 
may be of cerebral, spinal or peripheral origin. We find 
them in hysteria, in capsular and cortical hemiplagia, in 
compression, in wounds or diseases of the peripheral 
nerves, and also of the spinal cord. 2. Thermanalgesia of 
the cord is found in syringomyelia, traumatism or com- 
pression of the cord; in hematomyelia centralis as well as 
in apoplexy of the lateral columns; in tabes, pachymenin- 
gitis hypertrophica, spinal syphilis, myelitis from com- 
pression, and in chronic myelitis. 3. The topography of 
spinal thermanesthesia in the skin is radicular. 4. In 
the cord there is certainly a path for pain and tem- 
perature impressions, separate from tactile sensibility and 
muscle sense. 5. This path proceeds via the posterior 
root, posterior horn, anterior gray commissure, antero- 
lateral column near the periphery — ^in all probability run- 
ning in Gower's bundle. 6. The path is composed of two 
neurones: (a) with cell in the spinal ganglion, (b) with 
cell in contralateral half of cord. 7. A unilateral lesion 
of the gray matter of the cord gives (a) a homolateral 
thermanalgesia if it is limited to the posterior horns; (b) 
a heterolateral thermanalgesia if the gray matter near 
the anterior horns is affected; (c) or, if both parts are 
diseased, a bilateral thermanalgesia. 8. A lesion of the 
gray matter extending only a short distance up or down 
the cord gives a thermanalgesia in the form of a hemi- 
zone which exactly corresponds to the medullary segment. 
9. A lesion of Gower's bundle gives a total crossed ther- 
manalgesia that reaches upwards from the toes. 10. The 
hemizone of the thermanalgesia conditioned by a lesion 
in the posterior horns begins on the same side, as a rule 
immediately under the locality of the lesion. That a lesion 
in the anterior horns begins on the opposite side at a level 

(1) Archly ftir Psychiatrie ond Nervenkrankheiten, Band 41, 
Heft 3. 
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four vertebras lower than the level of the lesion. 11. The 
upper boundary of the total crossed thermanalgesia caused 
by a lesion of Gower's bundle lies at a level about five 
vertebraB lower than the plane of the lesion. 12. In the 
region of the upper boundary of crossed total thermanal- 
gesia we often find dissociation of the warmth, cold and 
pain feelings, whereby the warmth anesthesia lies high- 
est, the cold anesthesia lowest, and the analgesia between. 
13. Dissociation of warm and cold feelings reaches its 
highest expression by the use of the freezing point and 
50° C. 

New Classification of Sensation. A very important 
piece of work concerning the relation of peripheral nerves 
to peripheral sensation, especially with regard to injuries 
of these nerves, has been done by H. Head with the assist- 
ance of W. H. Eivers.^ This work, most valuable for 
both neurologist and surgeon, has consumed two years, 
has involved the most painstaking and repeated examina- 
tion of 57 traumatic cases, has required the division of the 
radial and external cutaneous nerves in the arm of Doctor 
Head, and occupies 330 pages for its condensed exposition. 
The well-earned results are a new classification of periph- 
eral sensations and new criteria for for more exact estima- 
tion of nerve injury or nerve regeneration after operative 
repair. 

Observant neurologists and surgeons have long been 
puzzled by apparently anomalous conditions of sensation 
after injury or repair to nerves. A good example is the 
case of the ulnar nerve divided just above the wrist. It is 
well known that this injury causes complete insensibility 
in the little finger and a variable small portion of the 
ulnar border of the palm. Sensation is only slightly lost 
on the considerable portion of the palm supplied by the 
ulnar nerve and on that part of the ring finger usually 
assigned to this nerve. Anatomists have said that this was 
due to the well-proved overlapping of nerve areas, but 
thereupon a pertinent question arose. If there exists so 
large an overlapping, then with destruction of the ulnar 
nerve supply there should be some diminution of sensa- 
tion in the area adjacent, supplied by the median nerve; 

(1) Brain, CX. 
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but the most careful examination fails to reveal any dimi- 
nution. This confusion of sensory findings in the areal 
distribution of nerves has been unfortunate for both diag- 
nosis and prognosis. 

The observations made by Head and his assistants prove 
this former confusion to be based upon incomplete meth- 
ods of examination, and his new views entail an uprooting 
of the old theories of sensation. He finds that over the 
entire area of cutaneous distribution of a nerve there is a 
total loss of sensibility to certain kinds of stimulation 
when there is a severe lesion of that nerve. The tests to 
be made are explained in detail in Head's article, but the 
simplest are stimulation with cotton wool and with de- 
grees of temperature between about 22° to 40° C; to 
these the skin is absolutely insensitive. 

The discovery by Sherrington of afferent fibers run- 
ning with the motor nerves gave Head a clue to work 
upon; and it wgis on this point that the experiment on his 
own arm gave valuable information. He finds that com- 
plete division of all the sensory nerves to a given area 
of the skin leaves that part still sensitive to those stimuli 
commonly employed as a test for sensibility to touch. All 
forms of pressure, such as touch by a pencil, or by the 
feathers of a quill, are appreciated and fairly well local- 
ized, but the denervated part is insensitive to heat and 
cold, and pain is evoked only by pressure, then having the 
peculiar aching character associated with a crush or con- 
tusion. In such investigations it must be realized that if 
a prick with a pin is felt, and even well localized, it is no 
evidence of the presence of cutaneous sensibility to pain. 
The prick must be recognized distinctly as causing pain. 

As to the overlapping of nerve areas. Head finds that 
this finer sensibility, this perception and localization of 
superficial touch and discrimination of moderate tempera- 
ture, practically does not overlap. For instance, to these 
stimuli the ring finger is always partly insensitive after 
division of the ulnar nerve, and on the hand not a finger's 
breadth of area is doubtful territory at the periphery of 
the ulnar area. But for certain other types of stimulus, 
such as extremes of heat and cold and sharp pain, there 
is a great deal of overlapping; much more indeed than 
has been allowed by anatomists. For instance, after ulnar 
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injury nearly the whole palm still responds to these 
greater stimuli. 

All these observations lead Head to assert that the affer- 
ent fibers of peripheral nerves are functionally divided into 
three systems : 

1. The first system to be considered is composed of 
fibers which run mainly with the motor nerves and are 
not destroyed by division of all the sensory nerves to the 
skin. These fibers subserve deep sensibility and conduct 
the impulses produced by pressure. They also interpret 
movements of the parts, and are even capable of develop- 
ing the sense of pain under excessive pressure or when a 
joint is injured. Head's researches have shown that di- 
vision of the long tendons in the wrists greatly diminishes 
the deep sensibility in the hands; hence he believes that 
the fibers run up along the tendons into the muscles, 
where they join the nerves of analogous function, namely, 
the well-known nerves of muscle-sense, and that they then 
proceed with the latter along the motor nerves, which they 
leave, as Sherrington has shown, where the anterior and 
posterior spinal roots join. They then are shunted over 
into the posterior roots and proceed along the usual sen- 
sory path into the posterior columns of the cord. 

2. The second system is composed of those fibers and 
end-organs which respond to painful cutaneous stimuli 
and to the extremes of heat and cold. One of the main 
points for the differentiation of this system is the fact 
that its reactions are conducted without definite localiza- 
tion or good discrimination; and often there is a feeling 
of radiation of the sensation over a large area, or it may 
be referred to a more or less distant spot. In any periph- 
eral nerve the distribution of these fibers usually greatly 
overlaps the area supplied by the fibers of the adjacent 
nerves. Probably the function of this system is the same 
in character as that of the sympathetic system as illus- 
•trated by visceral sensation, which is characterized by poor 

localization and indefiniteness of sensation. Head carried 
on experiments in patients on whom colostomy had been 
performed, with the result of verifying the existence of 
this type of sensation in the lower bowel. On account of 
the more fundamental nature of this type of sensibility, 
Head introduces for it the name Protopathic. It is a 
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greet reflex system producing a rapid, widely diffused 
response, unaccompanied by any definite appreciation of 
the locality of the spot stimulated. 

3. The third system of sensation on account of its 
greater discriminative power is the Epicritic. It is through 
this that is obtained the power of cutaneous localization, 
of the discrimination of two points instead of one, as in 
the compass-test, and of the finer grades of temperature 
called cool and warm. The main point is that these fibers 
when intact respond to a light touch, as of cotton wool, 
with a well-localized sensation of the same. The distri- 
bution of these fibers in the larger peripheral nerves such 
as the median and ulnar overlaps very little compared with 
the great overlapping of the protopathic supply. 

The disturbances of sensation created by injury to peri- 
pheral nerves are not at all analogous to those produced 
by lesions in the central nervous system, because even in 
such function-separating diseases as syringomyelia and 
Brown-Sequard paralysis we have to do with no separation 
into extreme or intermediate degrees of feeling such as 
really exist as a result of peripheral nerve-change. In the 
central nervous system impulses are coordinated and dis- 
tributed just as in the central oflBce of a newspaper, vari- 
ous dispatches arriving by telegraph or telephone being co- 
ordinated and distributed according to their subject mat- 
ter. 

The very practical points elucidated by Head for the 
use of neurologists and surgeons may be summarized as 
follows: If both nerves and tendons running to a given 
area are severed all forms of sensation are lost. If the 
nerves alone are injured there is some deep sensibility left, 
and the tests made must not involve deep pressure. In 
judging which nerves are injured and how large an area 
they supply, the tests must be for light touch, with good 
localization, and for moderate degrees of temperature. 
However, there will be an area not overlapped by other 
nerves which also will be insensible to superficial pain and 
the extremes of temperature. It was ignorance of these 
distinguishing features which led some surgeons to believe 
in the possibility of a nerve regenerating a few days after 
its reunion. 

The practical points for judging of the regeneration of 
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a sensory nerve are: The protopathic fibers regenerate 
rapidly after a successful operation in reuniting the ends 
of a nerve. This type of sensibility begins to return in 
from seven to ten weeks. The function of sweating which 
is observed often early after the reunion of a nerve is due 
to the regeneration of the sympathetic nerves, and is 
thus analogous to protopathic sensibility. Tests for this 
type of sensation give the earliest indication of regenera- 
tion after injury, or of successful operation. Epicritic 
sensation, corresponding with its boundaries very closely 
• to the area of actual nerve-distribution, returns much more 
slowly. The first signs of its return are not seen in less 
than six months even under the most favorable circum- 
stances. 

Head states that if there were no further use for the 
terms protopathic and epicritic, still they would be very 
useful in designating stages of recovery during the regen- 
eration of sensory nerves. Characteristic of the early 
stages of recovery is the presence of protopathic sensation, 
and this does not develop according to the old notions 
of sensibility, being gradually and generally recovered; 
but rather we find that first appears sensitiveness to pain, 
such as light pricking, and then the more extreme forms 
of heat and cold. There is an interval of months before 
the higher forms of sensibility develop. 

Head^s work was the main theme of an address before 
the American Medical Association by von Frey,^ the cele- 
brated physiologist, who was one of the earliest to study 
types of cutaneous sensation. He offers a criticism which 
does not seem to militate at all against the practical value 
of the points brought out by Head, but is rather directed 
against Head's theory of distinct systems of sensation. It 
is suggested by von Frey that Head's facts can be ex- 
plained by the existence of changes in the spinal ganglia 
and posterior roots which would necessarily prevent their 
normal functioning. The experiments of Koester and 
Anderson have shown that if a cutaneous nerve is cut there 
occurs, besides the distal atrophy, marked changes, which 
last for months in the proximal parts of the lower sensory 
neurone. This may mean misinterpretation of the sensa- 

(1) Jour. Amer. Med. Abboc, Sept. 1, 1906. 
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tions from the area supplied by the regenerating nerve. 
Von Frey's criticism is, then, as he acknowledges, merely 
a counter-hypothesis that would have to be reckoned with 
before accepting Head's theory as final fact. 

Diagnostic Significance of Preacher Hand. The so- 
called preacher's hand of Charcot and Joffroy, which is 
found so frequently in syringomyelia and in pachymenin- 
gitis cervicalis hypertrophica that the symptom is regarded 
as being pathognomic of these diseases, is the subject of 
an observation by T. Selling.^ In this position the wrist 
is fiexed dorsally and the fingers are bent towards the 
palm. Cervical lesions in the cord will bring about this 
position of the hand if while sparing the segment which 
innervates the extensors of the hand they cause a dis- 
abling lesion to the motor cells or to the anterior roots 
which supply the fiexors of the wrist. Selling describes a 
case which began with disturbance of the bladder and 
general weakness, and steadily progressed as a disease of 
the nervous system over the ten years during which the 
patient was seen in clinics. As time went on he gradually 
developed typical preacher's hand, and also other symp- 
toms which made a complete picture of multiple sclerosis. 
It was quite clear that the disease process gradually ascend- 
ed from the cord to the brain. The fact that it began 
in the lumbar cord spoke against syringomyelia, as did 
also the lack of trophic disturbances and sensory dissocia- 
tion and the presence of cerebral complications. What 
spoke for syringomyelia was the existence of the preacher 
hand. 

Microscopic examination bore out the clinical diagnosis; 
there was no syringomyelia. In the lower segments of the 
cervical cord the entire cross section, including the an- 
terior horns, showed the disease process, while in the 
dorsal cord normal areas were found. The occurrence of 
preacher's hand in this case of multiple sclerosis is ex- 
plained by the severe anatomic lesion in the lower cervical 
cord. It is thus a sign of the involvement of a given seg- 
ment, and, while most valuable for the diagnosis of 
syringomyelia and pachymeningitis cervicalis, may be 
found in other diseases. 



(1) Mttnchener med. Wochenschrift, April 24, 1906. 
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Conjugate Deviation of the Eyes and Head. Sahli^ 
reports a case of gangrenous pneumonia in which for three 
or four days before death there was a stationary turning 
of the head and eyes towards the left. By an effort of 
the will this peculiar position could be temporarily over- 
come. No other paralyses whatsoever were present, nor 
were there any other evidences of the nervous system being 
affected. At the autopsy, abscesses were found in the 
brain, one in each frontal lobe. The one on the right side 
was quite small and probably of no importance in the 
clinical findings. On the basis of this unusual case, Sahli 
has made a critical study of the opinions of certain physi- 
ologists and clinicians who have written on this subject, 
and comes himself to the following conclusions: 

In man the cortical center for the conjugate movement 
of the eyes and the turning of the head, both towards the 
opposite side, is situated in the foot of the middle frontal 
gyrus, close to the anterior central gyrus. We have no 
knowledge that there is in this cortical center an anatomic 
separation of eye-movements and head-movements, al- 
though functionally, of course, there must be such a divi- 
sion, accounting for the ability to turn the head without 
the eyes, and vice versa. At the present time we have no 
knowledge that there exists in man any other center for 
the above movements, although in the apes such centers 
have been found. In the neighborhood of the angular 
gyrus, sensory impulses pass through which have a cen- 
tripetal influence upon the position of the head and eyes. 

Cerebrospinal Fluid in Syphilis. An extensive study, 
especially of the literature on the subject, of the relation 
of syphilis to lymphocytosis of the cerebrospinal fluid, ap- 
pears by L. Merzbacher.^ His conclusions are that re- 
searches do not uphold the theory that meningitic irrita- 
tion stands in any causal relation to lymphocytosis of the 
spinal fluid. There is some unknown mechanism by which 
lymphocytes succeed in getting into the fluid, and syph- 
ilis more than any other disease is able to damage this 
mechanism so that lymphocytes in excess appear. Other 
damaging influences to this mechanism also develop dur- 
ing other diseases. Syphilis can cause meningitis at the 

(1) Deutsches Archly ftir kllnlsche Medizln, Dec. 13, 1905. 

(2) Centralblatt f. Nervenheilkunde u. Psych., Nos. 8 and 9, 1900. 
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same time it is causing lymphocytosis of the spinal fluids 
and many have unwarrantably considered the former effect 
answerable for the latter. Merzbacher's experiences and 
studies lead him to think of a "syphilose^^ of the above 
mentioned physiologic apparatus via which the cell-ele- 
ments enter the spinal fluid. Further study is needed to 
develop knowledge of this apparatus. 



THE REFLEXES. 

Corneal Keflex. The corneal reflex, which has a place 
in every thorough examination of the nervous system, has 
been made a subject of careful study in Ziehen^s clinic by 
Kempner.^ It will be remembered that the cornea, the 
sclerotic conjunctiva and the palpebral conjunctiva are all 
supplied with sensory fibers from the first branch of the 
trigeminal nerve. By stimulation of these nerve-endings, 
there are three different reflexes which may be called forth : 
1. Reflex closing of the lids, the corneal conjunctival re- 
flex. The arc for this reflex consists of the flrst branch of 
the trigeminal nerve, the center in the medulla where the 
spinal trigeminus root lies close to the nucleus facialis, 
and the centrifugal fibers of the facial nerve. The exact 
boundaries in the medulla of this lid reflex center have 
not been exactly determined for man, but the center seems 
to extend for a considerable distance where the numerous 
collaterals pass between the trigeminus spinal root and the 
facial nucleus. Very slight irritation, such as evapora- 
tion of the tear fluid and consequent dryness of the eye 
surface, is sufficient to call forth the reflex. The normal 
reflex is always double-sided and symmetrical. By touch- 
ing the eyeball with any foreign substance which is warm, 
a much weaker reflex is brought about than when the 
same substance is cold. Kempner flnds that this reflex 
is present constantly at birth; indeed, he found the cor- 
neal in two six months' infants which he examined. 2. The 
corneo-mandibular reflex. In 1902 Solder described this 
reflex, which consists in a contraction of the internal 
pterygoid muscle when the cornea is irritated; the result 

(1) Berliner klin. Wochenschrift, March 26, 1006. 
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is a movement of the lower jaw towards the left when the 
right cornea stimulated, and vice versa. It is a physio- 
logic reflex in most individuals. 3. Reflex secretion of 
tears and distention of the blood-vessels of the eye-bulb 
as the result of irritation is well known to everyone. 

Without going into a text-book account of the value of 
the corneal reflex, we can quote from Kempner that one 
of the most recent observations made by Oppenheim is to 
the effect that tumors of the cerebellum may show over 
a long period as the sole evidence of implication of the 
fifth nerve, the abolition of the corneal and conjunctival 
reflex, with anesthesia in those regions. 

Kempner gives some useful points from his experience 
for getting good results from examination for this reflex. 
Entire abolition of the reflex is not the only thing to be 
sought for. Any weakness is of significance and can be 
brought out by careful comparison of the two sides. For 
the sake of certainty, when difference exists, varying de- 
grees of irritation should be used, because naturally by 
the use of weak stimuli finer differences are perceptible. 
The author emphasizes the fact that by the usual method 
of examination so great a stimulus is used that the eye 
is often voluntarily closed as a result of the unpleasant 
sensation perceived. Kempner advises the use of a pin 
with a glass head, the head to be applied lightly to the 
conjunctiva and moved towards the cornea. 

Three sources of error are noted by the author : (a) He 
says that if one tries for the reflex two or three times 
quickly in succession it will frequently disappear, because 
the threshold of stimulation is apt to become rapidly 
heightened. In any case, several seconds should be al- 
lowed before trying a second time, and he himself* has 
found it advisable to wait some minutes, (b) Great care 
must be exercised that the object does not come into the 
field of vision, for obvious reasons, (c) One must he sure 
that the patient is not voluntarily hindering the closing 
of the lids. This is quite possible, as proved by experi- 
ments of the author, and is especially to be noted when 
the conjunctiva alone is touched. Kempner examined for 
this reflex 750 patients, representing all classes of nervous 
diseases. He found the corneal reflex diminished in 32 
cases on one side only. Among these, 26 had organic 
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affections and 6 were hysterical patients. He found a 
.bilateral disturbance of the reflex 31 times, and among 
these only 2 of the subjects had organic affections, namely, 
one case of tabes and one case of pontine tumor. 

For use in differential diagnosis between the organic 
and psychogenic causes of corneal reflex disturbances, the 
author offers the following points from his experience: 

(a) The reflex disturbance is nearly always bilateral when 
the case is functional, and unilateral when it is organic. 

(b) In functional cases corresponding disturbances of sen- 
sation are often lacking; or, if there is sensory disturb- 
ance, it does not correspond to the anatomic boundaries of 
the fifth nerve or its branches. On the contrary, in or- 
ganic affections the corneal reflex is affected nearly always 
in company with disturbances in sensation over areas 
supplied by the trigeminus, (c) The corneal reflex dis- 
turbances and the sensory affection, if there is any, do 
not systematically progress, but may vary without regu- 
larity in functional cases. On the other hand, in organic 
affections the sensory disturbance and the alteration in the 
corneal reflex very often gradually become more marked. 
In the intensity of the corneal reflex changes Kempner 
has found no difference between organic cases and hys- 
teria. 

Hysterical Bigidity of the PupU. Cases of hysterical 
rigidity of the pupils have been reported by numerous 
authors in the last few years, and recently Bumki^ has 
undertaken some experiments to show if possible the mech- 
anism by which the rigidity is brought about. What is 
meant by hysterical rigidity of the pupil is that every 
movement of the iris is abolished. At no time in hysteria 
is the typical Argyll-Robertson pupil present. The author^s 
experiments were simply to show whether in hysterical 
cases the sphincter of the iris or its antagonists were at 
fault, and were based upon the well-known local action 
of homatropin and cocain. He finds that there can be 
no doubt that the tocal cause of hysterical pupillary rigid- 
ity lies in a disturbance of innervation of the sphincter 
iridis, and cannot in any way be attributed to spasm of the 
dilator of the pupil. The underlying cause is to be sought 

(1) MUnchener med. Wochenschrift, April 17» 1906. 
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in some influence which the cerebral cortex exerts upon 
the activity of the sphincter center, and is to be regarded 
as a lowering of the tone of this center rather than as a 
paralysis. 

Diajihragm Keflex. By light percussion of the nipple 
is elicited a general contraction of the diaphragm. 0. 
Hess^ called attention to this and stated that if one hand 
be laid upon the lower end of the sternum, a distinct 
drawing in of the ensiform cartilage may be felt each 
time the nipple is tapped by the percussion hammer. Elec- 
trical irritation of the region about the nipple will also 
cause the reflex. It is best seen in young, thin people and 
at the height of inspiration. The phenomenon seems to 
have been studied but little, and the reflex-path is in 
doubt. 

Bechterew'8 Keflex. Bechterew^ describes a reflex that 
appears in the leg in disease of the central motor neurone 
when the reflex activity is considerably increased. It has 
perhaps some usefulness among the many reflexes indica- 
tive of this condition, because it may be readily elicited 
in cases where contractures and rigidity prevent the ap- 
pearance of either Babinski's sign or of ankle-clonus. The 
reflex is obtained as follows : If one seizes the foot of the 
patient and brings it and the toes in strong plantar flex- 
ion, this procedure is followed quickly by dorsal flexion 
of the foot and toes. In severe cases where the plantar 
flexion is done strongly, the following dorsal turning of 
the foot is accompanied by a movement of flexion in the 
knee and hip-joint. Bechterew has observed it in cases of 
traumatism and syphilis of the cord, in myelitis, and in 
cerebral paralysis. The reflex is easy to demonstrate when 
it is present. 

Abdominal Keflex. The fact that Oppenheim in the 
last edition of his text-book stated that the abdominal skin 
reflex was inconstant among healthy people, and had no 
great pathologic importance, has led E. Miiller and W. 
Seidelmann^ of Striimpell's clinic to make further exten- 
sive investigations. Miiller had already stated in a mono- 
graph on multiple sclerosis that careful examination for 

(1) Neurologlsches Centralblatt, No. 10, 1906, p. 486. 

(2) Ibid., No. 7, 1906. 

(3) MOnchener med. Wochenschrift, July 11, 1905. 
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this phenomenon in people with sound nervous systems 
shows scarcely 5 per cent, in which the reflex fails. The 
authors have now undertaken the examination of 1,000 
healthy young males, namely, soldiers, and found only one 
case in which the reflex was not obtainable. Their method 
was to test the subject in the upright position, completely 
undressed, by stroking the abdomen with the blunt end 
of a pencil. In half of 1 per cent, the reflex was obtain- 
able only by use of the pencil point. During the course 
of 2,000 examinations in the clinic the authors have dis- 
covered that the reflex is obtainable in females practically 
always, if the abdominal organs are not diseased. In 
cases of very fat or relaxed abdomens, as the result of re- 
peated pregnancies, the reflex is often weak, and some- 
times fails. This is particularly true of patients over 50 
years of age. 

The following law is formulated by the authors on the 
basis of their extensive experience : If in an individual of 
either sex, not yet old, the abdominal reflex, carefully 
sought for, is not obtainable, and there exists a normal 
abdominal wall, then there is great probability of an un- 
derlying pathologic condition being present. This latter 
may be either a lesion of the nervous system or a disease 
of the abdominal organs. The bilateral failure of this 
reflex is said by Striimpell to be an important and early 
symptom of multiple sclerosis. In the great majority of 
cases of this disease the reflex disappears in the initial 
stadium. Frequently the early diagnosis of multiple 
sclerosis is difficult to differentiate from pure spastic spinal 
paralysis. In case of doubt it must be remembered that 
the abdominal reflex is intact until the late stages of 
spastic spinal paralysis. In testing in such cases, and. in 
any other patients where the abdominal musculature may 
be unusually tense, one should take into account the fact 
that hypertrophy of the musculature may stand in the way 
of the reflex being seen. Some expedient must be used 
to relieve this hypertrophy, just as one takes tension off 
the leg muscles by distracting the patient's attention when 
examining for doubtful cases of patellar reflex. The 
authors believe that a patient, particularly by holding the 
muscles tense, can prevent the appearance of the abdomi- 
nal reflex. The arc for the abdominal reflex is compli- 
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cated. In involves the sensory nerves running through the 
eighth to the twelfth dorsal spinal roots and up through 
the posterior columns of the cord, then through the 
sensory crossing and via the median fillet to the cortical 
motor region of the opposite side. The centrifugal motor 
fibers running downwards end in the anterior horns of the 
lower four dorsal segments of the cord. The path of this 
arc explains the fact of the disappearance of this reflex 
upon the paralyzed side in cases of cerebral hemiplegia. 
Even in coma, when the affected side may be in doubt, the 
abdominal reflex may already have disappeared. It is re- 
markable that in some cases where the abdominal skin is 
anesthetic the abdominal reflex may be obtained. This 
seems to show that there is a separate set of centripetal 
fibers for the latter. 

Some attempt has been made to divide the reflex into 
three vertical portions, but this division has small im- 
portance except perhaps in diseases of the abdominal or- 
gans. Oppenheim's scheme of dividing the reflex into a 
supra- and infra-umbilical portion is sufficient. He 
ascribes the upper reflex to the eighth and ninth dorsal 
roots, and the lower to the tenth, eleventh and twelfth. 

It may be laid down as a fundamental proposition that 
all diffuse or local pathologic processes in the abdomen, 
which cause either sharply localized or extensive tension 
of the abdominal musculature, may bring about diminu- 
tion or loss of the abdominal reflex. A chronic enlarge- 
ment of the abdominal cavity such as arises through 
ascites does not as a rule disturb the reflex, but if the 
abdomen is quickly enlarged and painful, as in meteorism, 
the reflex disappears. This includes cases of acute peri- 
tonitis and typhoid fever. Any method of distracting the 
attention for the purpose of better examination must not 
include muscular effort which might increase the tension 
of the abdominal muscles. Such an expedient as Jendras- 
sik's reinforcement is therefore unavailable. The safest 
method is to engage the patient in earnest conversation. 
The examiner is warned against using any pointed instru- 
ment which might cause pain, and so call forth active 
muscular movement. Both sides must be examined with 
equal stimulation. 

That the abdominal reflex is lost in inflammatory ab- 
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dominal diseases is called attention to by T. D. RoUeston/ 
who has investigated it, especially in typhoid fever and 
appendicitis. He found it diminished in 93 per cent, of 
the cases and absolutely lost in 68 per cent. This sign 
is much more common than loss of the tendon-reflexes in 
diseases associated with peripheral neuritis. The return 
of the abdominal reflex is a valuable sign of convalescence 
in typhoid. 

Keflexes in Diphtheria. Of special interest to the neu- 
rologist are the investigations of the tendon-reflexes in 
diphtheria made by T. D. Eolleston.^ For study he has 
taken the Achilles-jerk, investigating it in 100 patients, 
and always seeking for it in the recumbent position. Con- 
trary to the findings in tabes, Rolleston says the Achilles- 
jerk is affected later than the knee-jerk, and in a small 
number of the cases. 

The frequency and degree of the diminution or loss of 
Achilles-jerk corresponds to the character of the initial 
attack and to the frequency of the appearance of paralysis 
and of albuminuria. In 70 per cent, of the cases where 
this reflex was lost paralysis occurred. In another series 
of cases where it was sluggish, in 63 per cent, there was 
paralysis. The relations between loss or diminution of the 
knee-jerk are not nearly so close, and therefore the sign 
is not worth as much for prognosis. In all cases of defi- 
nite paraplegia both the knee-jerks and Achilles-jerks 
were lost, but in some cases with both lost there was still 
power to walk, although with ataxic gait. The loss of 
the knee and feet reflexes precedes and outlasts any paral- 
ysis. Before becoming sluggish they may be unequal and 
unusually brisk. The use of antitoxin diminishes the risk 
of subsequent paralysis, and, judging by investigations of 
pre-antitoxic days, where the disappearance of the knee- 
jerks was early and almost constant, this applies also to 
the loss of the reflexes. 

The Mendel Beflez. A reflex which is being sought for 
in European clinics nowadays carries the name of Men- 
del's reflex. Bechterew claims priority of discovery, but 
Kurt MendeP was first to write at any length on the 

(1) iraln, CXIII, 1906. 

.2) Brain, CIX, 1905. 

(3) Neurolog. Centralblatt, April 1, 1906. 
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subject. If the dorsum of the foot of a healthy individual 
is tapped by the percussion hammer in the region pos- 
terior to the lesser toes, all the toes except the great 
toe show more or less plainly dorsal flexion (extension). 
In cases of organic hemiplegia, multiple sclerosis and mye- 
litis, namely, in cases where the motor tracts of the cord 
are affected, this normal reflex of the toes becomes per- 
verted to plantar flexion. The reflex in to be elicited in 
the type of cases where the Babinski reflex is found, but is 
not discovered with as much frequency as the latter. When 
found, however, it has a very positive diagnostic value and 
is especially useful in cases where the Babinski reflex can 
not be elicited. 



NEUROSES. 

Neurasthenia. 

Diagnosis. The diagnosis of neurasthenia is by no 
means always easy to make. F. X. Dercum^ gives some 
practical points for the differential diagnosis. He says 
whenever a patient comes complaining of nervousness, we 
must bear in mind some five possible conditions, namely, 
neurasthenia, hysteria, hypochondria, the neurasthenoid 
states, and neurasthenia symptomatica. Hysteria is read- 
ily differentiated by the fact that there are always pres- 
ent some of the stigmata. However, it may coexist with 
neurasthenia. Hypochondria is distinguished by the ab- 
sence of all physical signs, with the possible exception of 
slight atonicity and catarrh of the digestive tract, together 
with an all-pervading belief in illness. What Dercum 
means by the neurasthenoid states, in which the real symp- 
tom-complex of neurasthenia is absent but other vague 
nervous manifestations bearing a psychic impress are pres- 
ent, is really a mental disease. Complete examination 
shows in such a case that it is melancholia, paranoia, 
paresis or a neurasthenoid insanity that is dealt with. It 
must be remembered that true and uncomplicated neuras- 
thenia never terminates in mental disease. In neuropathic 



(1) Medicine, Jan., 1906. 
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subjects the psychic conditions of neurasthenia may lead 
to obsessions, irrestible impulses, special forms of fear, 
etc., which may form a true insanity, but always only if 
the patient has previously within himself the tendency to 
mental disease. Dercum's neurasthenia symptomatica also 
fails to present the exact symptom-group of neurasthenia 
simplex. Careful exammation sooner or later reveals the 
evidence of actual visceral disease, such as an unsuspected 
ulcer of the stomach, chlorosis, or other exhausting affec- 
tion. The somewhat prevalent idea that neurasthenia is 
accompanied by anemia, Dercum contradicts. He says 
such a condition is never present. 

The actual symptoms of neurasthenia are essentially 
those of chronic fatigue, a fatigue that has become exag- 
gerated and pathologic. The multiplicity of symptoms 
makes them seem hopelessly entangled, but there is the 
guiding principle which makes the disease more under- 
standable. Charcot selected as the cardinal symptoms of 
neurasthenia those which are the most frequently present. 
Dercum conceives the idea of neurasthenia as being the 
neurosis of chronic fatigue and classifies the primary 
symptoms into sensory, motor, psychic aud somatic. Under 
the head of sensory symptoms there is a general sense of 
fatigue and weakness, with localized fatigue sensations, 
such as headache, backache, etc. Among the motor symp- 
toms are muscular weakness and speedy muscular ex- 
haustion. On the psychic side there is a diminution of 
power for sustained mental effort and for spontaneity of 
thought. Somatic symptoms are atony of the digestive 
tract, circulatory apparatus, disturbances of the secre- 
tions, which can only be interpreted as signs of weakness, 
and exhaustion-disturbances of the sexual functions. The 
above symptoms are the primary or essential symptoms 
of neurasthenia; any other are secondary or adventitious. 

Workers' Henrasthenia. A few years ago Charcot and 
Oppenheim insisted that, contrary to general opinion, 
neurasthenia was found not only among the well-to-do 
classes but was also widespread among the working people. 
Since then other writers have confirmed their opinion. 
Glorieux^ contributes a study to this question. He finds 

(1) Bulletin de la Soc. Med. de Belglque, 1905, No. 124, Ab- 
stract, Neurolog. Centralblatt, No. 11, 1906. 
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that in Belgium 17 per cent, of the men and 16 per cent, 
of the women who suifer from neurasthenia are from the 
working class. It seems that in Germany about 40 per 
cent, of the neurasthenics are laboring people, but the 
blame for this condition is thrown by a number of writers 
on the fact that the extensive insurance system of Germany 
offers to some extent a premium for disability. The author 
finds the greatest percentage of neurasthenics among office- 
workers, on account of their shut-in conditions; and for 
the same reason bakers are quite liable to the disease. In 
Germany the greatest number comes from press-workers, 
especially those connected with the daily papers. The 
average age of those affected is 38. The author does not 
believe that there has been any increase in neurasthenia 
among the laboring classes; these people are better pro- 
tected nowadays than they were formerly. Neurasthenia 
is probably much the same as it was a hundred years ago, 
only «i is better known. 

Pathogenesis and Treatment. A very thoughtful and 
practical paper on neurasthenia is presented by S. Drum- 
mond,^ who regards this disease as of special importance 
because of its decided tendency to increase. 

From a physiologic standpoint neurasthenia shows itself 
with a number of well-known symptoms, the commonest 
of which is malnutrition. However, the most practical 
point to be kept constantly in view is that the state of 
mind is of primary importance, and that the originating 
cause is to be sought for in the patient's mental life and 
history. If we do our duty by these cases they must first 
receive thorough examination, then some carefully con- 
sidered diagnosis must be made and some definite treat- 
ment instituted. By no means should the physician say to 
himself, or to the patient, that there is nothing the matter. 

Some knowledge of psychology is good preparation for 
treating neurasthenic patients. Thought must be taken 
of the marvelous psycho-physical organism which consti- 
tutes the self, and of the need of balance and good pro- 
portion which is necessary for the health of such a com- 
plex structure. What ails the neurasthenic is just this 
lack of proportion and balance in mental life. Some ideas 

(1) British Medical Journal, July 7, 1906. 
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assume undue importance and overmaster the central will, 
leading to definite breakdown of harmony between diflEerent 
parts of mental life and between mind and body. 

The causes leading to neurasthenia are of narrowing 
nature. "People do not become neurotic by even hard- 
working devotion to large and generous ideals; personal 
business worries with men, personal domestic worries and 
friction with women, account for a large number of cases. 
Starved or wounded affections, personal grief or losses, 
sudden shocks, chronic fears and anxieties, all of them 
have a contradictory eflEect on the personality, tend to keep 
the thoughts in one groove, on one set of ideas or objects, 
and that in a narrow one. When to this is added some de- 
rangement of the physical system, still further contraction 
follows. The patient's attention is now demanded by bod- 
ily sensations, which are good servants but bad masters, 
and which become more and more insubordinate the more 
they are humored. A patient in this condition is like a 
person living always in a small room with the blinds drawn 
— self-centered and miserable.'^ 

In this state the conscious will has become weak or alto- 
gether defective. Psychology has shown that the function 
of will is to select out of a number of feelings and ideas 
presented at any given moment in consciousness the one 
perceived as most desirable at the time, and to inhibit all 
the others. This is conscious choice. But when one feel- 
ing or idea is allowed often to monopolize consciousness, 
the will gets weaker and weaker. "Nothing is more re- 
markable than the contrast in its eflEect upon health be- 
tween voluntary concentration of attention upon some 
object and involuntary submission to some idea or succes- 
sion of ideas that has happened to come in and prevail.^^ 
If a happy change for the better is to take place in the 
neurasthenic, it is necessary that the will should be awak- 
ened and stimulated to direct the mind towards some fresh 
and wholesome object, and not to spend itself even in 
fighting or trying to control the disturbed functions, which 
may generally be trusted to correct themselves when de- 
prived of their exaggerated importance. 

Drummond reviews the whole treatment as laid down 
in text-books, calling attention to the fact that the users 
and modifiers of the Weir Mitchell treatment did not 
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directiy do anything for the mind, believing the condition 
to be mainly due to malnutrition. He acknowledges they 
got many good results, but the method is certainly de- 
fective in its neglect of the real cause. In France they 
have gone almost to the other extreme in the Nancy 
School and are using "waking suggestion^^ towards good 
health; but to introduce the will of others is to induce 
some grade of moral weakness in the patient. J. Dejerine 
dispenses with massage and electricity, and though he 
employs rest in bed at the beginning, and advocates over- 
feeding for emaciated patients, he relies mainly on isola- 
tion and that form of psycho-therapeutic treatment desig- 
nated as "persuasion." In consists in explanations and 
appeals addressed to the higher reasoning faculties of his 
patients, and when successful, as it commonly is, has the 
advantage of changing the patients' views and giving them 
confidence and self-management. 

All observers agree to isolation away from home as 
being of great importance. Even the comforts of a well- 
appointed home, if the patient has such, are not of any 
value for building his will and self-command. Of course 
all physical means are not to be slurred over, but, above 
all, a tactful and patient physician is needed. "Wliat we 
are to secure is a better central will, reassured, instructed, 
strengthened, and set free from worrying trammels, to 
play its proper part as director-general of the personality. 

H. J. HalP calls attention to the fact that in the daily 
life of the average neurasthenic there are the grossest mal- 
adjustments of the patient's personality with his environ- 
ment. In the clash of will against will and the jar of 
impulse and desire against the limitations of necessity 
which occur daily in many homes, the writer believes, may 
be discovered the possible source of neurasthenia. Hall 
does not deny the individual factor, but at the same time 
says the treatment of symptoms is unsatisfactory. The 
broad principle of the substitution of new environment 
probably offers the best treatment. He thinks this is not 
such a difficult matter as it may at first seem. His per- 
sonal plan is to introduce the patient to the "simple life,'' 
believing that this is the life that affords the least pabulum 

(1) Boston Med. and Surg. Jour., July 18, 1905. 
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for the nourishment of neurasthenia, and then to engage 
the patient in some form of productive industry. The 
necessity of taking care of relapses by rest treatment is 
taken account of. Moreover, patients must be instructed 
in the details of the hygiene suited for them. The spe- 
cially unique feature of Hall's treatment is the control 
of a practical shop where fabrics and articles of interest 
and beauty may be made by patients under competent 
instruction. 

Hysteria. 

Etiolo^. A novel theory of the etiology of hysteria is 
forthcoming from P. Krontiial.^ He calls attention to the 
unsatisfactory state of our knowledge in regard to the 
anatomic condition underlying hysteria, and maintains 
that in all probability we are wrong in looking solely at 
the nervous system for an explanation. He says that gen- 
eral physiology teaches us the necessity that exists for a 
healthy general condition of the body if the various psy- 
chical and physicial reactions are to be normal. Cellular 
elements other than those of the nervous system take part 
in any given reaction. We know that many of the lower 
orders of life which have no nervous system react to stimu- 
lation and even under certain circumstances parts of well- 
developed organisms, such as the thigh muscles of the 
frog, react when entirely separated from the nervous sys- 
tem. These and other facts show that reactions are as 
dependent upon the condition of the general cellular struc- 
ture of the individual as they are upon the soundness of 
his nervous system. 

Very strange, Kronthal thinks, is the obstinacy with 
which neurologists hold to the conception of hysteria as a 
disease of the nervous system. They all say that the dis- 
ease is there, and yet whenever they find anything definite 
they say it is not hysteria. If in a suspected case of hys- 
teria a nerve-center or a nerve-tract that corresponds to 
the clinical findings is found diseased, then the diagnosis 
is at once changed to that of organic disease. The asser- 
tion, then, that hysteria is a disease of the nervous sys- 
tem, characterized by the independence of relationship be- 

(1) Berliner kiln. Wochenschrift, May 28, 1900* 
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tween the disease and the anatomy of the nervous system, 
which means that there is a nerve disease without an in- 
volvement of the nervous system, is most peculiar. It 
leads us to the conclusion that hysteria is not a disease of 
the nervous system. 

The fact that when we test a hysterical individual we 
find abnormal reaction does not absolutely indicate dis- 
ease of the nervous system, since, as we have before seen, 
there are two factors in the reaction, namely, the general 
cellular make-up of the individual, and the nervous sys-* 
tem. And one thing that speaks strongly against the 
nervous system being at fault is the well-known fact 
that the abnormal reactions do not correspond to the boun- 
daries of nerve supply as received either from peripheral 
nerves or nerve centers. Here the explanation is much 
clearer if we think of the abnormal reaction being caused 
by the pathology of the general cellular structure, which 
on account of its diseased condition reacts very strongly 
or not at all. All this, and the fact that the very next 
examination may show entirely different reactions in the 
same place, leads us to the definition: — hysteria is an 
easily varying pathologic reaction of the general cellular 
make-up of the individual. 

The author maintains that this deduction makes clear 
the existence of the various anesthesias, analgesias, etc., in 
skin, muscle and sense-organs, and also paralyses, convul- 
sions and other motor disturbances which hysterical pa- 
tients suffer^ In a few paragraphs the author tells why 
he believes that the most scientifiQ explanation of the 
reaction between mind and body is obtained in the view 
that the mind is the sum total of the psycho-physical 
reflexes. If this is so, then it is easy enough to under- 
stand the abnormal mental conditions of the hysterical 
individual, which are induced through the abnormal 
reaction by the general cellular system. 

Finally, the author finds a strong confirmation for his 
theory in the therapeutic measures which the most experi- 
enced physicians have found useful. A great peculiarity 
of this treatment is that above all it avoids measures 
which are directly effective upon the nervous system. The 
best results, as everybody knows, are obtained by change 
of surroundings, good nourishment, massage, exercise, 
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baths and, for the most part, avoidance of medicine — ^all 
these means influence the general cellular construction of 
the body, and through the healthier condition of the cells 
which is thereby induced the most enduring results are 
obtained. This therapy is in direct contradiction to the 
old notion of hysteria as a disease of the nervous system. 
Its results are good, because the therapy is empirically 
founded, and is not based upon false theory. 

Hysterical Fever. In opposition to the German writers 
6. V. Voss^ believes that hysteric fever really exists, and 
that in St. Petersburg he has seen cases, in two of which 
the temperature ran up as high as 41° C. (105.8° ¥.). 
In one instant there .was constant fever running between 
38.5.° and 39.5° C. (101.3° to 103.1° F.) for two months. 
All these cases had no other discoverable signs of disease, 
and did not have many hysteric symptoms, especially defi- 
nite hysteric siezures. Mentally the patients appeared 
sound. The temperature was taken at such times that 
there could be no question of its being the result of mus- 
cular movement in the severe attacks. 

Strlimpell writes a note in the same periodical express- 
ing his doubt on this subject. It seems that Voss did not 
personally hold the thermometer, and therefore, says 
Striimpell, his evidence can be thrown out of court. Only 
personal observation of a tested thermometer held by the 
physician himself in the patienf s rectum can be safe evi- 
dence in the face of the constant trickery of hysterical 
patients. Under such precautions Striimpell has never 
known hysteric fever to develop. 

Nature and Treatment of Hysteria. A definition of 
hysteria, given in a notable paper by T. Ziechen,^ runs in 
simplified language as follows: Hysteria is characterized 
by a heightened activity of those Ideas in which the emo- 
tional element is accentuated. Such ideas in a limited 
field are normal, but in the hysterical patient the limits 
are overstepped and the whole life is more or less con- 
trolled thereby. Contrary to the normal individual, the 
hysterical one is hardly influenced at all by ideas which 
have no great emotional content. The origin of practically 

(1) Deutsche Zeltschrlft f. Nervenheilkunde, Bd. 30, Heft 3. 

(2) Deutsche Klinik; Abstract, Neurolog. Centralblatt, 1906, 
No. 11. 
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all the symptoms of hysteria is to be sought in the mind ; 
but, in spite of this, hysteria is no out and out psychosis. 
The psychogenic sypmtoms of hysteria are much more 
referable to bodily conditions than are those of the true 
psychoses, and are preeminently to be attributed to mem- 
ory pictures. 

The whole aim of treatment must thus be to restore the 
mental equilibrium through sidetracking the tendency to 
have ideas which are accompanied by pathologically de- 
veloped emotions. The author speaks in no uncertain terms 
of the dangers of hypnosis in the treatment of hysteria. 
It is only to be used as a last resort. The more cases he 
treats, the less use he finds for hypnotism. Its peculiar 
danger lies in its tendency to disturb the psychic condi- 
tion and bring forth entirely new symptoms. 

Epilepsy. 

Cardiac Arrest in Epilepsy. A. E. Bussell^ writes to 
show unquestionable proof that cardiac arrest occurs in 
some cases of epileptic attacks, and suggests that such 
arrest may be far commoner than suspected. It would 
appear that sudden cerebral anemia could account for 
most of the symptoms of an epileptic attack, and perhaps 
the recovery from the fit finds adequate explanation in the 
well-known physiologic phenomenon of "the vagus escape 
of the heart,'^ which may be stated thus: Under con- 
tinued stimulation of the inhibitory fibers of the vagus, 
occurring in this case perhaps from rise of blood-pressure, 
there comes a moment when the heart tends irresistibly to 
beat again — clearly an act of self-preservation. 

It is certain from observations of his own, and others, 
that stoppage of the heart may precede an attack. Some 
writers have reported instances where they had their steth- 
oscope on the chest at the time when an unexpected fit 
came on. However, it must be acknowledged that Gowers 
and others have observed cases in which there was no 
cessation of the pulse during the onset stage. The fact 
that in Stokes-Adams syndrome, with the cessation of 
heart-impulse sometimes convulsions arise, is suggestive. 
Rupssell says finally: "Even if cardiac arrest be proved 
to have no etiologic influence in the mechanism of an 

(1) Lancet, July 21, 1906. 
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attack, it is worthy of study, and is a symptom of great 
clinical importance; but it would be singular if a condi- 
tion which in itself is competent to produce an epileptic 
fit were merely a side issue in the course of an attack/^ 

Vertigo as an Epileptic Phenomenon. From the full- 
ness of experience, W. K. Gowers^ writes of vertiginous 
attacks on the border line of epilepsy. Vertigo is quite 
common as a suggestive symptom in epileptic attacks, but 
it is not that of which he writes. He considers, rather, 
vertigo connected with aural, that is, labyrinthine disturb- 
ance, which, in the absence of anything approaching a con- 
vulsive seizure, resembles more closely minor epilepsy. 
Menieres^ disease is distinguished from the attacks Gowers 
has under consideration by the severity and long continu- 
ance of its phenomena, and from its being probably due to 
hemorrhage into the semicircular canals. 

Analyzing the vertigo of epilepsy, Gowers finds that it 
may be subjective (sense of turning to one side), objective 
(sense of movement of objects about the patient), or the 
patient himself may actually turn around (motor or 
actual vertigo). These facts pan be understood with the 
explanation that vertigo is a sensation of motor origin, 
and that the cells creating this sensation are discharged 
at the time of an epileptic attack as are the ordinary 
cortical motor cells. Vertigo connected with labyrinthine 
disturbance may thus quite possibly be produced by the 
direct agency of the motor cortex bringing into conscious- 
ness impulses received under the influence of discharges 
from the equilibrial center which probably exists in the 
middle lobe of the cerebellum. These discharges are of a 
deranged character through the abnormal stimulation of 
a diseased labyrinth. 

The symptoms of the border line cases with which 
Gowers has had a large experience are as follows: The 
attack comes on with great suddenness; all at once the 
patient may be unable to keep upright without support,' 
and may even drop to the floor, remaining there a little 
time withouf power to rise, from the sense of very severe 
vertigo. We cannot regard such an attack as the result of 
sudden change in impressions received from the labyrinth, 

(1) British Med. Jour., July 7 and 21, 1906. 
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since there is no evidence of it nor externa, cause for it. 
Even the tinnitus, so common in these cases as evidence of 
labyrinthine irritation, is increased at the time of the 
attack in rare instances only. A sudden onset is more 
reasonably to be considered as expression of disturbance in 
the brain similar to the cortical discharge in epilepsy. 
It' is suggestive of the theory that the equilibrial center 
has a certain degree of stability which suddenly gives way 
under the cumulative effect of a persistent derangement 
of the impressions which reach it. The constancy of the 
special features of the attacks suggests that, as in epilepsy, 
the repetition of the process facilitates its recurrence in 
the same form. 

Aural vertigo is generally considered to be an attack 
of long duration in contradistinction to the brief seizure 
of epilepsy. But very many cases have only a short at- 
tack of vertigo, with perhaps at fall, and even with a brief 
loss of consciousness, thus making them still more resem- 
ble epilepsy. Gowers describes some of his cases in which 
it may be readily understood that vertigo coming on sud- 
denly and with a great momentum sweeps consciousness 
away before it. Indeed, all intense dizziness involves some 
failure in perfect consciousness so far as clear perception 
of the environment is concerned. In some of these cases 
sight, wholly or partially, may be lost ; for instance, there 
may be a transverse hemianopsia. This also puts us in 
mind of epilepsy where sight may be lost before conscious- 
ness goes, or where, indeed, in rare cases, loss of vision is 
the main feature of the attack. In attacks of aural ver- 
tigo sometimes there is a sensation of physical impul- 
sion, of being pushed forcibly downward, or even, as in 
several of Gowers' cases, of being struck on the head. He 
also cities patients who have a feeling of a "rush to the 
head," with imperative necessity for changing the posture 
to avoid a loss of consciousness. One patient had to sit 
up in bed ; another, who had attacks soon after rising, had 
to throw herself on the bed to avoid losing consciousness. 
In such cases relief came in a few seconds. 

Another feature in common between aural vertigo and 
epilepsy is the fact of attacks occurring during sleep. 
While the labyrinthine apparatus is, of course, more quiet 
by night than in the daytime, nevertheless the pressure in 
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the semicircular canals is changed from its more usual 
daytime status. Now, if the pathologic condition of the 
canals is such that they are specially influenced by the 
nocturnal position, then the stimulation of such position 
may gradually bring the equilibrial center beyond the sta- 
ble point. The well-known sleep sensation, of falling, of 
going down, down some deep space, Gowers thinks is prob- 
able evidence that impressions from the semicircular 
canals are coming into the brain during sleep. Probably 
it is contraction of a tympanic muscle which lessens pres^ 
sure in the labyrinth and so suggests descent, since pres- 
sure in the ampullae of the canals is lowered by actual 
descent. 

Extension of the symptoms as in epilepsy are sometimes 
observed. One patient with definite inner ear trouble had 
attacks of the subjective sensation of spinning about, which 
was attended by a sharp pain in the vertex. This pain 
passed like a shock to the body, arms and legs. At the 
heart it was felt as a sickening, killing pain. The usual 
spread from the vertiginous attack is to the gastric center 
of the vagus, resembling thereby the phenomena of sea- 
sickness, and less frequently to the cardiac center or the 
vaso-motor center. This latter effect is also noted in epi- 
lepsy, which often presents profuse perspiration in the 
attack; in other cases, shivering and great coldness of the 
body surface. Gowers considers briefly also the group of 
cases in which true epileptic attacks may be ushered in by 
dizziness, tinnitus, vertigo, and even nausea, and then the 
group of which he has seen several instances in which 
true aural vertigo is associated in the same individual with 
epilepsy. In all the cases under consideration, it must 
be remarked, Gowers says definite ear disturbances were 
found, both subjective and objective, deafness and tinnitus. 

The main thesis of the lecture is that aural vertigo con- 
sists of a three-fold process: (1) the labyrinthine de- 
rangement, (2) disturbance of the equilibrial center in 
the cerebellum, (3) and the process induced by the latter 
in the cerebral cortex. 

Treatment must follow these lines : There is little to be 
done for the aural affection except counter-irritation, al- 
though when the inner ear conditions are caused by some 
diathetic state, such as gout, it may be modified by appro- 
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priate treatment. Bromids certainly lessen the readiness 
with which the equilibrial center can be upset, and in 
some of the cases there was complete arrest of the symp- 
toms as long as treatment was continued. Gowers some- 
times adds other sedative agents, such as gelsemium and 
hyoscin. . He furthermore insists on the necessity for not 
passing over attacks of dizziness without endeavoring to 
find the cause. 

Tlie Postepileptio State. A most practical article on 
recognition of the postepileptic state is contributed by M. 
Prince.^ He particularly draws attention to the possi- 
bility of mistaking this condition for cerebral hemorrhage 
or tumor, even to the extent of operative interference. A 
woman found unconscious and seen by a neurologist and 
surgeon was thought to suffer from either cortical or 
meningeal hemorrhage. The pupils were contracted and 
responded sluggishly to light. The right side showed 
spastic paralysis, Babinski present on both sides. Every 
ten or eleven minutes a clonic convulsion occurred, involv- 
ing both sides. The only evidence of injury was ecchymo- 
sis about the left eye. Operation was undertaken, but 
after opening the dura nothing was found except con- 
siderable serous discharge. The next day the patient con- 
tinued to have convulsions, but less frequently, conscious- 
ness returned at intervals, and she moved both sides. 
Later she had a general convulsion, apparently of classi- 
cal epileptic type, and a few minutes later another attack 
of hemiplegia; four days later she had entirely recovered 
from the evidences of this attack. Later she had other 
convulsions. At this stage the history, which apparently 
at first was unobtainable, was elicited. It seems that the 
patient was an old epileptic and that the attack which 
ushered her in her hemiplegia resembled her previous at- 
tacks. From this fact and from the fact that the hemi- 
plegia and its signs disappeared after a few days, not even 
leaving the increased myotatic irritability such as is 
usually found following even slight hemiplegias due to 
organic disease. Prince argues that it was merely post- 
epileptic paralysis. 

Another case was that of a man who began to feel men- 



(1) Boston Med. and Surg. Jour., Aug. 10, 1905. 
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tally dull, to have defective memory and ^^buzzing in his 
head," of an intermittent character. After a week these 
symptoms terminated in a series of convulsions which 
lasted for five days. Seen by a neurologist, he was found 
semicomatose, and there was marked paralysis of the whole 
right side. Notwithstanding that there was no optic neu- 
ritis, it was thought that there might be a cerebral tumor, 
and operation was advised. The patient was put upon 
iodid and bromid for three days, and it was found that the 
hemiplegia had disappeared and the reflexes were normal. 
It still being thought that a tumor might be present, an 
operation was performed, the brain probed with the little 
finger, and the ventricle tapped with a director. No 
tumor was found, but considerable laceration of the cor- 
tex resulted. The postoperative condition was that of 
nearly complete paralysis of the right arm and slight 
paresis of the face and leg. No symptoms whatever of 
tumor, cerebral paralysis, or other organic lesion of the 
nervous system have developed with the exception of the 
paralysis, unquestionably due to the laceration of the 
brain. Attacks of buzzing still continue. The post- 
operative view of the case renders it altogether probable 
that all the symptoms were due to the postepileptic condi- 
tion. No tumor was found; he had no general symptoms 
of it, and he steadily recovered. At no time was there any 
evidence of cerebral syphilis. 

The pathology of postepileptic paralysis is entirely un- 
known. It is generally ascribed to exhaustion of the motor 
centers, but this is purely speculative and has almost 
nothing in its support. The gush of serum on opening 
the dura in the first of the above cases suggests the hypoth- 
esis that the paralysis may be due to localized edema. 
Such a pathology would comport with the symptoms, but 
as yet lacks objective evidence. 

Epileptic Automatisin. The well-known automatic con- 
dition which sometimes obtains in epileptics after a seizure 
(especially of petit mal) becomes particularly interesting 
in the light of a case reported by W. P. Spratling.^ A 
man 21 years of age had been subject to automatism after 
seizures for some years. His particular inclination in the 

(1) New York Medical Journal, July 7, 1006. 
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automatic state was to drink anything that he could lay 
his hands on. He strongly resisted attempts made to 
prevent him, as when his mother seized a bottle of blueing 
from his hands. At the Craig colony the patient used in 
his Sloyd work a kind of ink which architects use for me- 
chanical drawing. One day he was found- dead in his 
room fifteen minutes after he had been previously seen, 
having in the meantime drunk the contents of the ink 
bottle, which contained nitro-benzol, phenol and anilin oil. 
Spratling says that many epileptics in the colony at Son- 
yea remain in automatic amnesic states anywhere from a 
few seconds up to two or three days, and even weeks, after 
seizures of various types. During that time they are 
capable of performing acts of various degrees of com- 
plexity, with which they are familiar, but they are abso- 
lutely unconscious of what they are about, and it is his 
belief that while they are in this state they can perform 
no act which they have not previously performed. 

Treatment of Epilepsy Bromids in epilepsy. In a 
paper on the treatment ot epilepsy, A. StriimpelP gives 
his views on the subject of the use of bromids. He says 
that bromids achieve their not very satisfactory re- 
sults at the expense of the well-being of both body and 
mind. Their use is entirely symptomatic and has nothing 
to do with the cure of the primary disease. Particularly 
he inveighs against giving bromid indiscriminately to a 
patient who has comparatively rare attacks, for such a 
patient might otherwise be quite well in the interim. He 
acknowledges, however, that there are no drugs to take 
the place of the bromids. He thinks in some cases that 
he has found improvement while using atropin or zincum 
oxydatum, or a combination of both. 

W. P. Spratling^ speaks much to the same point, saying 
that the new treatment means the, consideration of the 
individual instead of a symptom of his disease. He says 
that he has yet to see a case of epilepsy cured by the 
bromids alone. Personally he never gives the bromid of 
potassium. He acknowledges a limited range of useful- 
ness in the power which the bromids possess of suppress- 



(1) Deutsches Archlv fttp kiln. Med., June 29, 1905. 

(2) - " • -^ ' -- 
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ing the convulsions; but they do this while acting dis- 
astrously oftentimes on the digestive tract and other parts 
of the body. Finally, it is an extraordinary fact that since 
the introduction of the bromids in the treatment of epi- 
lepsy by Laycock fifty-seven years ago the prognosis of the 
disease (barring certain well-regulated forms of treat- 
ment) is no better now than it was then. 

Flechsig Method. The discrepancies among various au- 
thors as to the result of Flechsig^s treatment of epilepsy 
comes, thinks P. Schirbach,^ from their not observing pre- 
caution and not selecting patients. He found only 16 out 
of 124 patients whom he thought fit subjects. Age and 
the length of time the disease had existed are not such 
important considerations as the absence of psycho-epileptic 
disturbances and any alcoholic factor in the etiology. All 
his cases had not been helped by the bromid treatment. 
With other authors Schirbach agrees that no change, ex- 
cept perhaps a slight one apparently for the worse, is seen 
in the beginning of the treatment on the days when opium 
is given. He recommends Ziechen's modification of Flech- 
sig^s scheme, and carries it out as follows : Inside of fifty- 
one days, with 0.15 grams (2^ grains) as beginning daily 
dose, there is a gradual ascent in the dosage till 0.9 grams 
(13^ grains) of opium are given daily. Beginning with 
the fifty-second day, in place of opium is given daily 6.0 
(90 grains) mixed bromids in the proportion of two parts 
each of potassium and sodium bromid to one part am- 
monium bromid. Every second day one gram more is 
given till 9 grams (135 grains) daily is reached, and at 
this point the dosage remains. Naturally the dose varies 
somewhat with the necessities of the individual. In order 
to avoid trouble with the digestion, from the first hydro- 
chloric acid is given as a stomachic after meals. With 
this drug treatment is given hydrotherapy and exact regu- 
lation of diet, and above all rest in bed with proper medi- 
cal care and oversight. Schirbach cites cases of improve- 
ment not to have been accomplished, he thinks, by other 
methods. 

Surgery for Epilepsy. W. P. Spratling^ calls attention 



(1) Archlv fiir Psychiatric a. Nervenheilkunde, Ed. 41, Heft 2. 

(2) New York Medical Jour., May 19, 1906. 
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to the fact that surgical intervention for the relief of cer- 
tain types of epilepsy possesses a value that it is impossi- 
ble to estimate until some years after the operation. He 
does not mean that relief is not at once occasionally at- 
tained, but rather that in certain other cases an operation 
may seem of little or no value until two or three years 
later. An analogy is seen in the fact that epilepsy from 
brain trauma may not arise until years after the receipt 
of the injury. Tissue changes ii^ the cranial cavity are 
often of slow progression. He knows of several cases in 
which an operation marked the beginning of an era of 
improvement which terminated in complete recovery. 

Appendicostomy for Epilepsy. A preliminary report 
of the treatment of idiopathic epilepsy by appendicostomy 
for colonic irrigation is given by E. La Place.^ He be- 
lieves that it is possible if not probable that a toxin is 
manufactured by a certain proportion of epileptics in the 
colon, that part of the digestive apparatus where the refuse 
products stagnate. This toxin may not be the entire cause 
of the epileptic attacks, but it may be a large and even 
necessary factor in their causation. Acting on this princi- 
ple he has in five cases created an artificial fistula at the 
beginning of the colon. He directs the patient to flush out 
his colon with two gallons of warm water, morning and 
night. The patient, in a recumbent position, introduces 
the nozzle of the irrigator into an ordinary catheter, which, 
in its turn, is passed down through the appendiceal fistula 
into the colon. The water is allowed to flow and is re- 
ceived into a bed pan on which the patient lies. This 
copious irrigation does not seem to affect materially the 
patient's nutrition. 

His first patient was operated on July, 1904, and irri- 
gations were taken at less and less frequent intervals 
until the following May. The patient was 23 years old, 
had suffered from epilepsy since 16 years of age, and be- 
fore the operation had been having violent attacks as 
often as three times a day. Since the day following the 
operation there has not been a single attack. The patient 
has gained 20 pounds, has returned to work and feels 
quite well. Four other cases have not been treated sul- 
ci) Jour. Amer. Med. Abboc, June 12, 1906. 
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ficiently long after operation to justify reporting; but it 
may be said that the results give ample encouragement for 
the continuation of the treatment, which is entirely harm- 
less. Whenever it is desirable it is a matter of the great- 
est ease to allow the artificial fistula to close. The author 
states specifically that he doubts the eflSeacy of this treat- 
ment except in those cases where colonic stagnation is 
probably a large factor in causing the epilepsy. [Until 
it is proved that epilepsy is an auto-intoxication, such a 
method of treatment will not be advocated by neurologists. 
—Ed.] 

Chorea. 

Chorea and Bhenmatism. The present state of the theory 
of relationship between chorea and rheumatism is sum- 
marized by D. Duckworth,* who has been for years urging 
the view that chorea is properly to oe considered as cerebral 
rheumatism. He says that the older idea of the induction 
of chorea by mere nervous shock or fright or its occurrence 
as one of the family of neurosis has but few supporters 
today and should be discarded. We nevertheless are bound 
to acknowledge a neurotic factor in a true conception of 
the pathogeny of chorea. No trustworthy authorities any 
longer accept the embolic theory as explanatory of the dis- 
order. That the young and the female sex afford the 
greater number of examples of it is probably due to the 
fact that in these subjects the rheumatic toxin is more 
apt to spread widely, and to act with greater intensity than 
in adults, as we know to be the case from clinical and 
post-mortem observation. The adolescent brain is also 
more unstable than the fully developed one. 

Clinically much evidence in favor of the rheumatic 
nature of chorea has been adduced from a study of the 
life history of patients and their families, not neglecting 
their history after an attack. Chorea is distinctly more 
frequently met within families prone to rheumatism. It 
may precede by months or y;ears an onset of rheumatic 
fever, or may supervene during an attack. It may also 
occur subsequently to such an attack with or without 
overt rheumatic complications. 

(8) British Medical Journal, June 28, 1906. 
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The author's statistics show a personal or family history 
of rheumatism in 85 per cent, of the cases of chorea, and 
he believes that this is too small, because poor people 
especially are apt to neglect a case of rheumatic fever in 
their children and forget its occurrence in the family. 
We have to bear in mind that the occurrence of chorea 
may be the sole manifestation of an attack of rheumatism 
in the absence of any concomitants, beyond possibly some 
degree of cardiac dilatation. 

Bacteriologic investigation by many workers strongly 
upholds the view that both rheumatism and chorea are 
infective diseases with probably one and the same bac- 
teriologic causative agent, although neither the bacterium 
nor the toxin has been satisfactorily isolated. The author 
differs from Singer, who believes that chorea and rheu- 
matism may be caused by the ordinary streptococcus in- 
fection. 

Miscellaneous Neuroses. 

Migraine with Angioneurotic Edema. An interesting 
case of angioneurotic edema combined with migraine show- 
ing a definite relationship between the two diseases is re- 
ported by R. Otto.^ The patient as a young girl suf- 
fered much from chlorosis combined with a generalized 
edema. After her first pregnancy, which was uncompli- 
cated, she began to suffer from attacks of migraine, which 
always affected the right side of the head. These attacks 
continued for five years until her second pregnancy, when 
with the cessation of the menses they also ceased. A very 
large child was born, and the patient suffered a consider- 
able loss of blood. Directly afterwards attacks of migraine 
began again, but now in alternative relation with attacks 
of localized edema. At the time of the headache every 
trace of the swelling disappeared, while on every day 
when there was no headache a swelling appeared. The 
edema had the same nature as that originally described 
by Quincke, in that it was ephemeral, arising in the morn- 
ing and disappearing towards noon. It usually appeared 
in the upper part of the body, back, breast, arms, and 

(1) St. Petersburger med. Wochenschrift, No. 17, 1906. ^ 
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finally extending to the face, and especially the upper eye- 
lids. 

The interest of the case rests, of course, for us in the 
peculiar alternation of the edema and the migraine. 
Quincke and others have called attention to the fact that 
this angioneurotic edema may have in relation with it a 
serous exudate into joints, and Otto remarks that the 
synovial membrane of a joint is very similar in embryo- 
logic origin to the dura mater. The anatomic cause of 
angioneurotic edema is most probably to be found in ir- 
regular functioning of a mixed nerve, such as the sympa- 
thetic, and whether migraine is caused by spastic or angio- 
paralytic phenomena, in any case the endocranial reflexes 
and changes in blood-pressure are so important that they 
can easily replace reflexly-caused edema on the surface of 
the body. An exudate on the inner side of the dura in the 
subdural space would bring about a pressure upon the 
nerve-endings in the dura. Moreover, the collection of 
the exudate in the subarchnoidal space would in turn 
cause pressure upon the cortex. This would explain the 
dull oppressing pain. 

The phenomena of migraine have another point in com- 
mon with those of angioneurotic edema when the latter 
have a unilateral localization. This has been noted by a 
number of authors in connection with unilateral swelling 
of the mucous membrane of the mouth, throat and larynx. 
A unilateral swelling of the tongue has also been recorded 
in such cases. The author offers the theory finally that 
migraine is nothing but a neurotic edema which takes 
place in the cranium and on account of the ruling influ- 
ence of this part of the body prevents the appearance of 
neurotic edema elsewhere in the body during its continu- 
ance. 

Imperative Sweating. A rare phenomenon, imperative 
sweating of the hands, which is sometimes present in pa- 
tients who are subject to imperative ideas, is discussed by 
von Bechterew.^ This sweating, which is not associated 
with sweating in other parts of the body, and which may 
be the sole symptom of any nervous disorder, is at times 
sufficient to cause drops of fluid to fall from the finger 

(1) Centralblatt f. NeryenUellkunde u. Psych., Feb. 1, 1906. 
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ends. The circumstance which aroused this abnormality 
was in two of the author^s cases the meeting of other 
people, particularly on the street. It was so annoying 
that the patients said they made it a practice to keep 
out of the way of their acquaintances. One patient by 
autosuggestion was able to make her hands sweat pro- 
fusely. Of course, sweating is a well-recognized feature 
of nervousness, but in these cases it is a purely localized 
sweating brought about by a special occasion. The pa- 
tients definitely stated that at these times they had no 
feeling of anxiety and no sweating elsewhere. The author 
obtained good results from treatment with bromids, 
atropin, cold bathing and rubbing of the extremities and 
suggestive therapy. 

Attacks of Somnolence. Diurnal attacks of an irresisti- 
ble inclination to sleep for a very short time have been 
studied by M. Friedmann^ in 15 cases, 11 adults and 4 
children. This is qgpecially seen in young persons and in 
children, and seems to have a remarkable uniformity of 
symptoms. The attack comes on preferably when the pa- 
tient is quiet, although it may do so when he is at work. 
The body remains either in an easy but unmoved condi- 
tion or else there is automatic reproduction of the last 
action. The eyes are turned up as in sleep and remain 
quiet, the pupil being rather widely dilated. The thinking 
process ceases, although it is evident that consciousness is 
retained. The attack lasts from one-fourth of a minute 
to two minutes. Once one of his patients had an attack 
lasting half an hour. As to frequency of the attacks 
it seems that at times they may cease for a week and 
then be as frequent as a hundred a day. In many of his 
cases the trouble has existed for years and seems to have 
little to do with the general health. Seven of his pa- 
tients were free from other nerve disturbances, but most 
of the others suffered from neurasthenia or hysteria. One 
of his patients had a feeling that "it is coming on" imme- 
diately before an attack. 

The question immediately arises of the possible relation 
of these appearances to epilepsy, especially as Friedmann 
has known the diagnosis of petit mal or of larvated epi- 

(1) Deutsche Zeltschrlft fUr Nervenhellkunde, Bd. XXX, Heft 6, 
1006. 
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lepsy to have been made in some of the cases and the pa- 
tients to have been much alarmed thereby. He believes 
that epilepsy is to be clearly excluded for the following 
reasons: By long lying in bed, as was the case during 
some protracted illnesses, the attacks either entirely ceased 
or became very rare. No medication — ^and especially were 
bromids tried by him — did any good. From petit mal it 
is to be excluded by the facts that not only is conscious- 
ness only partially disturbed, but that it is easily brought 
back and the attack readily repressed. Even inner condi- 
tions may prevent the onset. Such was the effect of 
great concentration of mind at the right moment by one 
of the author^s patients. Friedmann has collected 9 cases 
out of the literature and finds that out of the total 24 
only 1 has developed epilepsy and this was a patient in 
whom, besides the phenomenon of apparent sleep, there 
also was enuresis in the attack. The author believes that 
the attacks represent rather a temporary cessation of 
brain function than any definite disease. There seems 
to be merely a fleeting suspension of will and thought. 



DISEASES OF THE BRAIN AND MENINGES. 

Symptomatology. 

Brain Center for the Intellect. A large amount of work 
on the subject of the cortical center for the intellectual 
faculties has been done by G. Phelps^ during the last 
twelve years. In 1894 he published his first investigations 
which led him to conclude that the seat of control for the 
higher intellectual faculties resides exclusively in the left 
frontal lobe (New York Medical Jour., November, 1894; 
January, 1895). In 1897 he published a monograph in 
which he collected additional cases, seen personally and 
found in the literature, all of which seemed to bear out 
the same theory. (Traumatic Injuries of the Brain, D. 
Appleton & Co.) In 1902 a paper (Amer. Jour. Medical 
Sciences, April and May, 1902) appeared on the same 
subject and received much attention. Now he publishes 



(1) Amer. Journal Medical Sclencea, March, 1906. 
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11 more cases, and asserts that assiduous research in the 
literature has failed to reveal anything that is not directly 
corroborative of this theory or which cannot be explained 
in the light of the facts he has demonstrated. He says 
that in the last four years there have been reported in the 
journals 24 cases of exclusive right frontal lesion, mainly 
tumors and traumatisms, in which no mental disorders 
existed. On the other hand, in 16 instances of exclusive 
left frontal lesion, the total number reported, some fcn-m 
of mental disorder was noted in every one. 

Phelps insists that inability to experiment on animals 
for the establishment of this cerebral localization pre- 
cludes getting the remarkable results which have been ob- 
tained from experiments upon the centers of control for 
motion and less complicated functions, but believes that 
the amount of evidence now collected on this point, to- 
gether with the absence of invalidating facts, leads us 
surely and positively to the conclusion that the control 
of the mental faculties resides in the left to the exclusion 
of the right prefrontal lobe. His conclusions formulated 
in 1902 and reiterated now are : "First : The more abso- 
lutely the lesion is limited to the left prefrontal lobe, the 
more positive and distinctive are the symptoms of mental 
default. Second: The integrity of the mental faculties 
remains unimpaired with right frontal lesion, even though 
it involves the destruction of the entire lobe, or even ex- 
tends to the entire (right) hemisphere. Third: The ex- 
ceptional instances in which seemingly opposite conditions 
exist are always reconcilable, on more careful examina- 
tion with the assertion of an exclusive control of the 
mental faculties residing in the prefrontal region of the 
left side/' 

This subject of localization of the higher psychic func- 
tions is also considered by Mills and Weisenberg,^ who 
cite the large amount of work done by Phelps, but* do not 
give a definite critique of his thesis. The authors observe 
that even elaborate papers, such as those of Miiller, 
Schaster and Von Monakow, are defective in their dis- 
cussion of the subject, in that clear distinctions are not 
made as to the character of the psychic disturbances 



(1) Jour. Amer. Med. Assoc, Feb. 3, 1906. 
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caused by tumors located in various parts of the brain. 
The chief sources of fallacy "would seem to be (1) that 
sufficient stress is not laid on the fact that owing to the 
painful and exhausting character of brain tumors, mental 
disturbances in the broad sense may occur because of the 
irritation and exhaustion produced by these lesions; (2) 
it is not clearly brought out that tumors of the posterior 
association area or concrete memory field of the brain 
will necessarily cause some disturbances of mentality, es- 
pecially those in the domain of orientation and in the 
sensorial field; (3) that tumors anywhere situated may 
cause mental disorders simply through the disturbance or 
impairment of association which must result; (4) suf- 
ficiently close attention is not paid to the particular point 
that the psychic disorders caused bv nrefrontal tumors are 
especially those of the higher intellectual functions, and 
that in many of the cases studied the normal mental status 
of the individual is not properly taken into account ; and 
(5) the fact is not recognized that in tumors situated in 
one of the prefrontal regions, especially in the ri^ht, the 
individuals intellectual faculties may be largely preserved 
because of the integrity of the corresponding region of 
the other side." 

[For its elucidation this subject needs most thorough 
study of selected cases, both from the clinical and patho- 
logic standpoint. The case carefully studied by the au- 
thors and reported in this paper seems to be another in- 
stance in favor of Phelps' thesis. — Ed.] 

Escape of Intracranial Fluid Throngli the Kose. A 

case with the symptoms of intracranial tumor which dis- 
appeared with the onset of cerebrospinal rhinorrhea is 
reported by T. E. and E. E. Glynn.^ The patient was 
under observation for five years. He was an electrical 
engineer, 21 years old, and while walking in a mine struck 
his head against a beam. 5e lost consciousness and 
vomited, but was soon able to go home. Headache and 
vomiting were intermittent symptoms from this time and 
he gradually deteriorated. Two years later his condition 
was as follows: The pupils were widely dilated, reacted 
sluggishly, and there was nystagmus. He reeled in walk- 

(1) Liverpool Medlco-Chlrurglcal Journal, Jan., 1906. 
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ing and was inclined to fall forwards when his eyes were 
shut. There was loss of power in all extremities so that 
he could not stand long. Volitional tremor of the hands 
existed so that he frequently dropped things. There was 
slight ankle-clonus and absence of the abdominal, cremas- 
teric and plantar reflexes. Intelligence was much affected. 
He was apathetic, had lost his memory, and could not add 
simple figures. He showed incontinence of urine. He 
had had three epileptiform attacks, upon each of which 
there followed a long comatose condition. He was nearly 
blind from optic neuritis. While in this condition clear 
fluid began to escape in drops from his right nostril and 
immediate improvement set in. In two months he was 
able to walk twenty miles. Over a year later there was 
complete restoration to health, his mind was clear, his 
memory good, he had gone to work, and the optic neuritis 
had disappeared. Rhinorrhea persists. Examination of 
nasal cavity is negative. Examination of the fluid which 
flows at about the rate of 5 c.c. in an hour shows it to 
have all the characteristics of cerebrospinal fluid. Follow- 
ing St. Clair Thomson, who has written a monograph on 
this subject, Glynn believes his case to be one of acquired 
internal hydrocephalus, in which the ' spontaneous escape 
of the fluid has relieved pressure. A blow on the head 
is a recognized cause of internal hydrocephalus in the 
adult, and probably acts by causing a slight meningitis in 
the neighborhood of the fourth ventricle, thus closing up 
the foramina in its roof. In this case the accumulated 
fluid in the ventricles at last overcame the abnormal re- 
sistance and escaped into the subarachnoid space and 
forced its way along the perineural sheath of the olfactory 
nerve into the lymphatic network of the mucous mem- 
brane of the nose and so to the surface of the epithelium. 
On the right side of the patient's nose there is distinct 
anosmia, showing interference on that side with the olfac- 
tory bulb or tract. Probably adhesions cut off the fluid 
from the general cavity of the arachnoid or else the fluid' 
could have been dispersed in the ordinary way over a 
large area into the cranial and spinal cavities. 

The prognosis in cerebrospinal rhinorrhea is unfavor- 
able, meningitis being as a rule generated from infective 
organisms finding their way into the cranial cavity; but, 
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as the discharge in this patient was inconsiderable in 
quantity, the channel of exit was necessarily small and 
the risk of infection proportionately less. It is evident 
that any attempt to relieve the rhinorrhea by local treat- 
ment would be attended with danger to the patient, and it 
is not likely that benefit would follow lumbar puncture. 

Lnmbar Puncture for Diagnosis of Meningeal Hemor- 
rhage. The alterations in the character of the cerebro- 
spinal fluid resulting from intrameningeal hemorrhage is 
discussed by W. Eindfleisch.^ The author has thoroughly 
and repeatedly examined the spinal fluid obtained by 
lumbar puncture in his cases. His conclusions are: If 
one obtains by lumbar puncture a bloody fluid, then the 
question arises as to whether the blood is not caused by 
the slight operation itself. The decision is easy except 
in cases of extremely recent intrameningeal hemorrhage, 
since in the case of an artificially produced hemorrhage 
the red coloring of the fluid as seen in the aspirating 
syringe soon tends to grow lighter, while in other cases 
title color of the fluid remains stationary. If the lumbar 
puncture takes place several days after the apoplexy, the 
spinal fluid will be found so changed that no question can 
occur as to whether the hemorrhage be new or old. In 
one of the author's cases puncture was undertaken in a 
few hours after the apoplexy, and then the fluid was 
found to contain 3,000,000 erythrocytes and 10,000 leuco- 
cytes in a cubic millimeter. In another case, ten days 
after the attack the fluid contained many erythrocytes 
and was dark yellow. Four weeks later the fluid contained 
only a few swollen red blood corpuscles, but was still dark 
yellow. The author summarizes by saying: After a 
hemorrhage in the subarachnoidal space the red blood 
corpuscles in the cerebrospinal fluid soon diminish in 
numbers, and after some weeks completely disappear. The 
hemoglobin readily passes into the spinal fluid and gives 
it a yellowish-red color. After a week or two this turns 
to a brownish shade, which is probably hematoidin. At 
this time the urine of the patient frequently contains 
urobilin. After a considerable period, in one of the au- 
thor's cases as much as three months, the coloring mafter 



(1) Deutsche Archly ftir kiln. Medlzln, Dec. 13, 1905. 
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disappears from the fluid, which again becomes as clear 
as water. Anatomic researches show ns that a good deal 
of the coloring matter is deposited in the arachnoid as 
hemosiderin. 

The diagnostic worth of this discoloration of the spinal 
fluid must be modified by the fact that other processes 
also, such as the meningitides and diffuse tumor infiltra- 
tions, can lead to this exanthochromic liquor cerebro- 
spinalis. This observation has been made by others and 
confirmed by Bindfleisch in the Konigsberg clinic. Of 
course, there will be no difficulty in diagnosis soon after 
a fresh hemorrhage; the numerous blood corpuscles con- 
tained in the fluid and its evident hemoglobin content 
prove the case. But when some weeks after the hemor- 
rhage a fluid is obtained which is brownish-yellow, a little 
clouded, containing only a few red corpuscles and no more 
hemoglobin in solution, then it is very similar to the fluid 
in a case of diffuse sarcoma of the meninges. The funda- 
mental difference lies first in the fact that in the case of a 
diffuse tumor the fluid has inflammatory characteristics 
such as mononuclear cells, and, secondly, that it coagu- 
lates spontaneously, a phenomenon which is never observed 
in meningeal apoplexy. 

Cholesterin Accretions in Brain and Cord. A case in 
which cholesterin crystals were found in the brain and 
cord is described by E. E. Southard.^ The patient was a 
male of 56 years. He suffered from general and exten- 
sive arteriosclerosis, which involved in the brain some 
secondary branches of the circle of Willis. The clinical 
symptoms were those of cardiac disease, and there were 
no signs directly referable to a lesion of the nervous sys- 
tem. Death occurred from heart failure. Small masses 
of pure, or almost pure, cholesterin crystals were found in 
several parts of the cortical and central ganglionic gray 
matter and in the white substance of the cord. The 
largest mass, 2 cm. in diameter, was found in the middle 
of the left lenticular nucleus. The reaction of the tissue 
to the foreign body consisted in fibrillary overgrowth of 
neuroglia, making a thin capsule. The reaction in the 
cord was much more active than in the brain gray matter. 

(1) Jour. Amer. Med. Assoc, Dec. 2, 1905. 
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By various pathologic methods no tubercle bacilli could 
be demonstrated among the crystals. The only relation- 
ship to the cholesteatoma is the presence of cholesterin. 
Southard thinks that this case can hardly be unique, and 
believes that these gross findings may suggest the possi- 
bility of frequent deposits which are overlooked in routine 
examinations. The small cavity spaces which were previ- 
ously occupied by the crystals may readily be taken for 
artefacts. It is certainly much more difficult to account 
for their accumulation in solid tissues than in a cavity 
like the gall-bladder. 

Intact Pyramidal Tract in Organic Hemiplegia. A very 
interesting case of organic hemiplegia without degenera- 
tion of the pyramidal tract has been discovered and 
studied by Spielmeyer.^ Both experimenters and patholo- 
gists have heretofore said that only when there is a lesion 
of the voluntary path, the pyramidal tract, can there result 
a residual hemiplegia ; that there never is a case of organic 
paralysis with the typical marks of cerebral hemiplegia 
without pathologic conditions of this tract. Spielmeyer's 
findings, however, apparently contradict this. 

The case was clinically one of epilepsy with paralysis 
superimposed. Epileptic attacks had existed for years, se- 
vere enough at times to call forth a status epilepticus and 
ruining mentally the patient who had previously been an 
intelligent woman. She died at 41. Two years previously 
there had developed after a status impairment of the motor 
conditions on one side that amounted in its residual stage 
to a left-sided hemiplegia, which showed the typical signs 
of cerebral paralysis. It should be stated that the epi- 
leptic attacks were not of the Jacksonian variety and that 
post-paroxysmal paralyses had never occurred. The diag- 
nosis was hemorrhage in the internal capsule during status 
epilepticus. 

Now comes the interesting part. Although the paralysis 
had lasted two years, no evidences of the lesion were 
found at autopsy, nor in the thorough microscopic exami- 
nation made later. And, still more remarkable, the 
pyramidal tract in pons, medulla and cord examined by a 
Weigert, Marchi and other stains showed absolutely no 

(1) Mtinchener med. Wochenachrlft, No. 29, 1906. 
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eigns of degeneration, nor any diflEerence from the tract 
supplying the healthy side of the body. But on examina- 
tion of the brain the right hemisphere was found atrophic, 
especially in the region of the central gyri. In this area 
microscopic examination showed the loss of entire layers 
of cortical cells immediately under the pial surface, and 
their replacement by neuroglia tissue, while the deeper 
layer of giant pyramidal cells was entirely spared. In 
fact, on account of the shrinkage of tissue these cells gave 
the appearance of being even more numerous than in the 
other sides of the brain. When we remember that it is 
this particular layer of giant pyramidal cells which gives 
rise to the long fibers of the cerebral motor system, namely, 
the pyramidal tract, it is easy to see why no degeneration 
was found lower down. Spielmeyer says, without going 
into any detailed account, that all the symptoms of cerebral 
hemiplegia were present in this case with the exception 
of the Babinski reflex, and this in the later residuary 
stages of hemiplegia is not found with enough frequency 
to cause it to be regarded as an absolutely necessary sign. 
This tends to prove, then, that an organic hemiplegia 
may be caused in very rare instances by cortical changes 
above the motor projection system, a supra-radial lesion. 
The neurones connecting up the pyramidal system with 
other neurones whose function it is to guide impulses 
towards the cerebral motor system are killed functionally 
and the result is an organic cerebral paralysis without 
degeneration of the pyramidal tract. The differential ana- 
tomic diagnosis cannot, as far as we know, be made 
clinically. 

Atrophy from Cerebral Paralysis. Muscular atrophy 
ensuing from lesions of the nervous system above the point 
of origin of 'the motor nerves supplying the muscles in 
question has been most carefully studied by H. Steinert,^ 
who has written previously on the subject.^ The author 
has investigated some 68 cases and his results may be 
summarized as follows: Every supranuclear paralysis of 
the extremities, unless of exceedingly slight intensity and 
duration, is just as regularly followed by atrophy of the 
muscles in the extremities as any peripheral paralysis. 

(1) beutsches Arcbiv ftir kiln. Medizln, Jan., 1906. 

(2) Deutsche Zeitsclirlft ftir Nervenhellkunde, Bd. 24. 
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Especially in cases of cerebral paralysis, which is the 
prototype of the lesions under discussion, the arm shows 
more wasting than the leg. All parts of an extremity are 
usually affected ; careful comparison, for instance, of the 
biceps and triceps in the same arm shows little or no 
difference in the atrophy. Very early some atrophy may 
be observed, often in from eight to fourteen days. It 
quickly reaches a degree which is its maximum. Further 
progress in the atrophy after the end of two months is 
very seldom seen and then only under special conditions. 
The degree of atrophy is usually not so very slight and 
may be very important. As *a rule, one finds in the 
affected muscles a moderate lowering of the electric irrita- 
bility. Between the third and the tenth week there is 
frequently found a slow response to direct galvanic stimu- 
lation without the other criteria of the reaction of degen- 
eration. This phenomenon is to be found best in the 
small muscles of the hand. Later it disappears. 

The various characteristics of supranuclear muscle 
atrophy are thoroughly typical and show only slight dif- 
ference as the clinical picture varies. However, it is 
worthy of mention that paralyses which remain long with- 
out spasticity show a higher grade of atrophy than the 
spastic cases. The author even observed a decided lessen- 
ing of atrophic conditions with the development of a 
spastic contracture. A high degree of atrophy in the legs 
is to be observed in cases where the reflex stimulation from 
the sensory nerves is interfered with. The author saw 
such great atrophy in a case of cerebral paralysis occurring 
in a tabetic. A high grade of atrophy can also be caused 
by a Brown-Sequard paralysis where all the spinal tracts 
on one side are injured at a certain level. 

In the first month after an attack changes in the muscle 
structui*e are to be found. The muscle-fibers are reduced 
in size, they show fatty degeneration and proliferations of 
the nuclei. After the end of the first month these changes 
are less to be seen, although the fibers remain small arid 
proliferation of the nuclei often characterizes the micro- 
scopic picture. The author found no special changes in 
the peripheral nerves, but in the long standing cases there 
was a moderate atrophy in the anterior horn cells. 
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TUMORS. 



Treatment of Brain Tumor. An American standpoint 
in regard to the prognosis and treatment of brain tumor 
is found in an article by A. C. Brush/ who summarizes 
his observations made in treating 70 cases. That tumors 
of the brain are usually of slow development is supported 
by the fact that such was the history in 62 of his cases. 
Some symptoms had existed, but not enough to seek 
medical aid for, all the way from two months to ten years. 
In the other 8 cases the symptoms had rapidly developed 
in from two to eight weeks. Four of these cases were 
undoubtedly syphilitic. In only 18 out of the 70 patients 
did the typical text-book symptoms develop in the clas- 
sically slow and regular way. But, after all, the chief 
trouble in making an early diagnosis and consequently in 
instituting early treatment comes from the fact that the 
patient pays but little attention to the early symptoms, 
such as failing eyesight or headache with vomiting, and 
does not seek relief until the appearance of some disabling 
condition. The convulsive seizure was the moot prominent 
early symptom in 20 of his cases. The seizure is either of 
the type of general epilepsy, a class in which early errors 
of diagnosis are frequent, or of the petit mal type, or it 
may be Jacksonian in character. The next most frequent 
early symptom is defective vision. In 3 cases an ataxic 
gait with increased knee-jerks and vertigo existed for years 
before the development of other symptoms. In 2 cases the 
diagnosis during life was paretic dementia and chronic 
dementia, autopsy first disclosing the tumor. In 2 cases 
large tuberculous tumors gave the history and clinical 
picture of major hysteria. 

In his series 6 tumors were not localized and* in 4 the 
localization was found to be incorrect. The difficulty that 
one may meet with in attempting to localize was shown 
by one case in which the symptoms were those usually 
found in the lateral lobes of the cerebellum, such as 
marked ataxia, marked optic neuritis, vertigo, and a well- 
marked tendency to fall to one side. On the autopsy the 
growth was found in the frontal lobe. The nature of the 

(1) Medical Record. Aug. 11, 1906. 
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tumor was determined in 52 cases, which number includes 
11 syphilitic patients who recovered under specific treat- 
ment. 

The results obtained by treatment were as follows: 
fourteen recovered under medicinal treatment, nineteen 
were improved by surgical means, thirteen died, twenty- 
six passed from observation as unimproved, and eight are 
still under observation. The only drugs which are known 
to influence favorably the growth of a tumor are potas- 
sium iodid, mercury, and arsenic. The author uses potas- 
sium iodid in ten to fifteen grain doses and reports under 
this treatment seven complete recoveries in from two to 
four months. In four of these cases there was an obscure 
syphilitic history, but the luetic nature of the lesion cannot 
be regarded as proven. Where there is evidence of recent 
syphilis, he administers mercury for two to three months, 
and follows it by the iodid. The inunction method is 
strongly recommended for the administration of mercury. 

Brush deemed operation justifiable in 19 cases. In 
considering the surgical aspect of brain tumors he asserts 
that the well-established facts are that no case should be 
subjected to operation until it had failed to improve after 
a month of treatment by the iodids or mercury; that the 
non-malignant nature of the tumor should be established 
by its slow growth ; that we should be able clearly to local- 
ize its position in a surgically accessible region; that it 
should be of moderate size and have clearly defined out- 
lines; that in subcortical tumors a moderate incision of 
the cortex does not cause any serious consequences, and 
that the best results are to be obtained in early cases which 
show but little evidence of brain destruction. 

Operations on Intracranial Tumors. Some twenty years 
ago Victor Horsley reported his first cases of intracranial 
operation and he now^ sums up his large experience during 
that period in a paper full of interest for neurologists. 
Outside of the question of the possible cure of intracranial 
disease by operation Horsley insists that there is always 
the question of the possibility of relieving the most dis- 
tressing symptoms. Intracranial disease usually gives nse 
to (a) optic neuritis which usually ends in total blindness, 
(1) British Medical Journal, Aug. 25, 1906. 
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and to (b) vomiting and headache. These can almost 
with certainty be relieved or at least be hindered in their 
natural progression by early opening of the subdural 
space. 

Even most of the cases of cerebral tumor which have 
gotten well without operation should have been operated 
on in order to prevent the optic degeneration which nearly 
always is left behind as a distressing residuum. The effect 
of operation upon the already existing neuritis must be 
predicted by careful ophthalmologic examination. In the 
light of his own experience Horsley lays down the follow- 
ing formula: "Yellowish-white stippling patches of 
exudation or opal-white atrophic changes, especially when 
associated with macular figures, all indicate that the 
secondary changes in the disc are likely to be permanent 
and, therefore, in proportion to their development, so the 
vision will be impaired, whereas when the loss of vision 
has been dependent simply on the swelling of the disc, 
then not only is the sight saved, but largely improved." 

Horsley states that whatever other factors may exist in 
the production of optic neuritis, still the predominant 
cause is increased intracranial tension. He dogmatizes 
to the following extent: "Optic neuritis, excluding, of 
course, cases of toxemic or anemic origin, should not be 
allowed to continue any time after the diagnosis of intra- 
cranial tumor is fairly made. If blindness results, as it 
almost certainly will, then responsibility rests heavily upon 
whoever fails to advise opening the dura. When it is. 
found that the tumor directly invades the optic tract, 
naturally the ordinary good results may be not forth- 
coming." 

With regard to diagnosis of the seat of the lesion, 
Horsley says that his experience teaches him that optic 
neuritis begins on the same side as the lesion. Exceptions 
have been found to this, but some of the so-called excep- 
tions are not valid. They have been estimated by the size 
of the discs which may not tell the story correctly, because 
one disc may be subsiding into decadent conditions, while 
on the opposite side the disc may be at its maximum of 
inflammation. 

With regard to the possibility of restoration of function 
the author thinks we can predicate the following: The 
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special motor functions of the cerebrum cannot be 
restored if the whole of their cortical representation be 
removed. The same is true of the special senses and of 
the hemianopic representation of sight. The higher sen- 
sations and the intellectual functions are not permanently 
abrogated by destruction of any one part of the cerebral 
hemisphere. The cerebellum shows remarkable power of 
restoration of function or of compensation by the unin- 
jured part. 

Horsley states positively that even malignant disease of 
the brain should be removed with the surrounding tissue 
as early as possible and even if at operation it proves not 
removable, there still remains a possibility of the tumor 
undergoing retrogression, as he has observed in some cases. 
He agrees with Starr that after three months of unsuc- 
cessful medical treatment, the surgeon should always be 
called in for these cases. 

Prognosis. The possibility of recovery from symptoms 
of cranial tumor, even when these symptoms are very 
severe, is the main subject of a lecture by J. Taylor.^ He 
cites the instance of one patient- seen fifteen years pre- 
viously who then had severe headache, vomiting, intense 
optic neuritis, right-sided weakness and difficulty of speech. 
In the course of time he became completely paralyzed in 
all four limbs and unconscious. In this condition he 
remained for about two months, completely blind and deaf 
and swallowing automatically what was put on the back 
of his tongue. Then he gradually began to recover and 
now is a man with intellectual tastes who, on account of 
his visual defects, employs himself at piano-tuning. Tay- 
lor believes that the case was probably one of tuberculous 
tumor, in which the tumor had become calcified or encysted 
and so ceased to exert any influence on the surrounding 
structures. 

Another patient, seen a few months previously, had then 
left hemiplegia, slight sensory impairment, some hema- 
niopic defect, optic neuritis and general symptoms of intra- 
cranial tumor. The diagnosis was tumor in the posterior 
part of the internal capsule. With one setback there has 
been a gradual tendency towards recovery. Other cases of 

(1) British Medical Journal, Dec. 2, 1905. 
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intracranial disease giving pressure-symptoms from which 
there has been recovery are those of inflammatory origin, 
particularly those arising from otitis. 

The question of recoverability involves, of course, also 
questions of treatment and prognosis. Taylor's 2 cases 
which had no special treatment that could have influenced 
their progress prove that in some instances there is an 
inherent tendency for the patient to recover. Then, as far 
as syphilitic tumors are concerned, we know very surely 
that many times their symptoms disappear under the 
influence of mercury and potassium iodid. On the contrary, 
it is also true that the symptoms of many other syphilitic 
tumors do not disappear under treatment by those drugs. 
A certain amount of necrotic tissue remains, and that 
tissue produces all the effects of a foreign body inside the 
skull. The symptoms remaining are often associated with 
a degree of mental impairment which is very marked. 
Another point in reference to antisyphilitic remedies is 
this: that one must not be misled in any particular case 
of intracranial growth by the remarkable effect which 
sometimes follows the administration of iodid of potassium 
and mercury. 

Sometimes the symptoms are very materially mitigated 
and one makes a diagnosis of luetic tumor which is not 
justified, as may be proved later by the autopsy. The 
explanation is probably that around every rapidly growing 
tumor there is a considerable quantity of newly formed 
tissue which is amenable to treatment by mercury and 
potassic iodid. The prognosis, then, must be made up 
from a study of the case as it stands or after treatment. 

Taylor's ideas of treatment are worth giving in sum- 
mary, especially as he is rather conservative with regard to 
the value of surgery in some cases: "First of all, the 
administration of iodid and mercury in every case, whether 
there is a syphilitic history or not, and the administration 
of some drug like iodid of iron, which is supposed to 
influence tuberculous growths. The second point is the 
treatment by surgery, and wherever the treatment by drugs 
seems inefficacious, unless there is some strong indication 
to the contrary, we should give the patient the benefit of 
an exploratory operation. Of course in many cases it is 
found after exploration that the tumor is of such a char- 
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acter that it cannot be removed, but in sucb a case the 
condition of the patient is not worse than it was before, 
and the chances are that he is relieved of his headache and 
vomiting, and possibly also his optic neuritis may subside 
as a result of the operative measure/' 

Epithelioma of Cranial Bones. An extremely rare, if 
not unique, case of tumor within the cranial cavity is 
reported by W. E. Gowers.* The patient had been suflfer- 
ing for some months from dizziness, from slight diarrhea 
and more lately from some headache. For a month there 
had been paralysis of certain cranial nerves which on 
examination were found to be the fifth, sixth, seventh and 
eighth on the right side only. The patient had no optic 
neuritis, but there was present a corneal opacity which had 
appeared in the right eye a couple of weeks previously; 
this alone was to be found upon physical examination. 
The facial muscles showed the reaction of degeneration 
and on the affected side the patient was nerve deaf. The 
symptoms and their method of occurrence gave a probable 
diagnosis of tumor pressing upon one side of the pons, 
springing from the membranes or bone. The patient had 
had syphilis tWenty-two years previously, so for a month 
he was put upon antisyphilitic treatment. The cranial nerve 
symptoms during this time remained unchanged. Soon 
after this the patient complained of pain behind the iliac 
bone on one side and a large, soft swelling was found 
there. It was thought to be an abscess, but on operation a 
large, soft tumor was found attached by a small peduncle 
to the iliac bone. It proved to be a cylindrical epithelioma. 
Examination of the rectum showed no parental source of 
the tumor. The patient went on developing more tumors 
scattered in various places about the body and nearly 
always connected with the bone, apparently springing from 
the periosteum. After death, two months later, it was 
found that several of the cranial bones had been infil- 
trated, especially the temporal and the adjacent parts of 
the sphenoid and occipital. Invasion of the internal 
auditory meatus had destroyed the function of the facial 
and auditory nerves. A deep depression was found in the 
pons almost in line with the pyramids and yet there had 

(1) Lancet, Dec. 2, 1905. 
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been no trace of hemiplegia. This is an illustration of 
the tolerance of conductive nerve fibers to unirritating, 
slow compression. The probable source of the immense 
number of metastatic growths was at the junction of the 
descending colon and rectum where the wall was half an 
inch thick. 

The curious part about this case is the fact that the 
infection material of the new growth found its fittest place 
for development of metastases during some months in a 
structure that would seem quite alien. Another significant 
feature is that there were at least nine secondary periosteal 
growths, the metastatic material for which must have 
passed freely through the pulmonary capillaries, but how 
that is possible does not seem at all clear. 



INFLAMMATIONS. 

Cerebrospinal Meningitis. 

A statistical study of cerebrospinal meningitis in New 
York City during the epidemics of 1004 and 1905 
is given by J. S. Billings, Jr.* During 1904 there 
were 1,083 deaths, and in 1905 there were 1,511. 
Previously there were epidemics in 1872, 1881 and 
,1893. The death rate during 1905 was 6.3 per 10,000 
population and during 1872, when there were 782 deaths, 
it was 8.7. The cases were nearly evenly divided as re- 
gards sex. Sixty-seven per cent, of the cases were in chil- 
dren under 10 years of age and fifteen per cent, in infants 
under 1 year. Italians seemed especially prone to the 
disease. Seventy-six per cent, of the patients lived in 
tenement houses. The commonest preceding disease was 
measles. In only six per cent, of the cases had there been 
any direct exposure to other cases. In the majority of 
instances the patients had been well just prior to the onset 
of the disease. In all but 5 per cent, the onset was sudden. 
Stiffness of the neck was the commonest symptom, being 
present in 85 per cent, of the cases. Closely following it 
came vomiting, headache and convulsions. An eruption 

(1) Jour. Amer. Med. Assoc, June 2, 1906. 
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was present in 30 per cent, of the eases, being petechial in 
19 per cent, and herpetic in 11 per cent. Nasal discharge 
was noted in only 13 per cent. Kernig's sign, of great 
value in diagnosis, was absent in only 15 per cent, of the 
cases. Fever and leucocytosis were practically always 
present. 

In one-third of the cases lumbar puncture was per- 
formed and in 82 per cent, meningococci were found. 
Death was usually from coma and exhaustion : 7 per cent, 
died on the first day, 34 per cent, during the first five days, 
39 per cent, after ten days. Of those who recovered 84 
per cent, apparently recovered completely. Diphtheria 
antitoxin was used in 313 cases with absolutely indifferent 
results. 

A very important point that has been brought out is 
that, in all probability, the disease is much more infectious 
during the first two weeks of its course. It will be seen 
that clinical investigation so far has thrown very little 
light on the mode of transmission of the disease, nor has 
any effectual mode of treatment been discovered. 

Etiologry of Cerebrospinal Meningitis. Observations 
made by L. Tehle^ during sojourns in mining districts 
where there were epidemics of cerebrospinal meningitis 
proved that the infection was carried by the miners them- 
selves from their homes, transferred to fellow-workers in 
the mines, who in turn took it to their children. Thus the 
two middle links in this chain of four persons were men, 
evidently well, who worked together in very close quarters 
and hence became carriers of disease. Tehle found in the 
districts under observation that by tracing the cases he 
always came back to the miners as a distributing point. 

When this point was discovered the workers from in- 
fected families were prevented from going into the mines, 
the result being that after this precaution and disinfection 
of the working miners there were no more cases among 
the workers there. Tehle strongly insists that people from 
households where there is cerebrospinal meningitis should 
not associate closely with other people until the danger of 
being carriers is over, and then only after thorough disin- 
fection of the nose. He does not see, however, why work 

(1) Mtinchener med. Wochenschrift, July 17, 1906. 
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in the open should be prevented, because that hardly 
entails close contiguity to others. 

The present state of our knowledge in regard to the 
causative factors in cerebrospinal meningitis was summar- 
ized by the famous discoverer of the germ of this disease, 
A. Weichselbaum,^ at the last International Congress. He 
stated that the question is not yet settled as to whether the 
etiology of this disease is always one and the same. This 
much can be safely said, that the form of meningitis which 
shows a certain inclination to an intermittent or chronic 
course and gives rise to large and long continued epidemics 
is always caused by the Diplococcus intracellularis menin- 
gitidis. From the work of many observers it appears that 
in epidemics two other germs may possibly have to be 
reckoned with, namely, the Diplococcus pneumonice and 
the Streptococcus mucosus, but where these were causative 
agents only small epidemics were observed and the disease 
always ran a rapid course. The meningitis caused by the 
specific germ shows no striking characteristics as compared 
with that caused by other acute infections. The inflamma- 
tion varies much in intensity and extent, and may spread 
to the cranial and spinal nerves. In the brain it is par- 
ticularly prone to form hemorrhagic or purulent areas. 
Next in frequency to the central nervous system, the germ 
is found in the nose and pharynx. In cases with compli- 
cations many of the other organs may be involved, arthritis 
being very common. 

It has been well proven that during an epidemic the 
meningococcus is found in the nose and pharynx of people 
with catarrh of these organs, who have not any meningitis. 
Practically the only way in which a person throws off these 
germs is via the secretions from nose and pharynx. The 
meningococcus has very slight resistance to the influences 
of the outside world. Since the initial symptom is fre- 
quently nasal catarrh and because people who do not have 
the disease may carry the germs in their nasal secretions, 
it becomes particularly necessary to avoid such spreading 
of the germ as may occur through sneezing, coughing, use 
of pocket handkerchiefs, etc. The danger becomes greater 
when persons are in close proximity to each other. 

(1) Wiener med. Wochenschrlft, July 14, 1906. 
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Of great importance is the bacteriologie diagnosis made 
from the cerebrospinal fluid, obtained by lumbar puncture. 
The sediment of this fluid can be directly examined, but 
it is much safer to make cultures of fluid obtained under 
the strictest asepsis. One negative result is not conclusive. 
The number of the cocci in the spinal fluid may vary 
greatly, at different times. Occasionally in chronic cases 
repeated examination is necessary. Second in value is the 
bacteriologie examination of the nasopharyngeal secretion, 
which may also be carried out directly by means of cul- 
tures. The secretion itself must be taken from the pos- 
terior part of the nose or from the nasopharynx. Much 
less valuable is the examination of the blood which will 
seldom give a culture of the cocci. In a fraction of the 
cases it may be possible to obtain in the early stages of the 
disease an agglutinative effect by the blood serum. 

A. P. Ohlmacher^ reports that he has been able to isolate 
a toxin from pure cultures of the meningococcus, which 
produced when injected into animals nervous symptoms 
quite analogous to those obser.ved in spinal meningitis. 

Polioencephalitis. 

J. E. Hunt^ makes a contribution to the knowledge of 
polioencephalitis superior by reporting a case of the 
Wernicke type in which the areas of hemorrhagic enceph- 
alitis were equally distributed in both the gray and white 
matter of the brain-stem, being, however, so slight in 
degree as to suggest the action of a toxic agent. The 
clinical picture was that of an acute onset following a 
debauch in a chronic alcoholic. There was somnolence 
alternating with delirium, associated ocular palsies, the 
development of bulbar symptoms, staggering gait and fatal 
termination in five days. While clinically a polioenceph- 
alitis of the Wernicke type, it is noticeable that the lesions 
are about equally distributed in the white and the gray 
matter. Unilateral pachymeningitis interna hemorrhagica 
was also present. 



(1) Jonr. Amer. Med. Assoc, July 21, 1906. 

(2) New York Med. Jour., Feb. 10, 1906. 
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Pnbitmococcic Brain Infections. 

An elaborate study of brain infections with the pneumo- 
coecus has been undertaken by Southard and Keene.^ Clin- 
ically considered, as the authors say, the cases are ill 
assorted. The group of 12 cases studied includes such 
fulminant phenomena as that of a boy who after headache 
and vomiting which led to coma, died in less than twenty- 
eight hours after the onset of the symptoms. On the other 
hand, there were cases a week old or older clearly menin- 
gitic or cerebral, cases not to be told from severe pneu- 
monia, and cases clearly arising from otitis. The anatomic 
details are hardly to be summarized here. It is suflficient 
to state that the pneumococcus produces in the meninges 
and brain substance of man a severe type of inflammation 
which varies from focal or diffuse red softening to puru- 
lent leptomeningitis and occasionally abscess formation. 
The meningeal exudate is almost constant on the convex- 
ity. The base of the brain also is frequently involved and 
sometimes also the ventricles and the cord. 



VASCULAR BRAIN LESIONS. 

Hemorrhage. 

Heningeal Hemorrliage. A practical paper on hemor- 
rhage from the middle meningeal artery has been written 
by J. H. Pringle,^ who has had 15 such cases under his 
care. Some of the interesting points brought out by him 
are as follows : While in the majority of cases a wounding 
of the meningeal artery is brought about by fracture of 
the skull, particularly when it involves the canal of this 
vessel at the anterior inferior angle of the parietal bone, 
still it may be injured without any fracture of the skull 
bones or when the fracture is at some distance. This is 
probably because the dura mater is less elastic than its 
bony case and so does not react so quickly to violence and 
is lacerated in consequence. The vessel may be injured in 
any part of its course. The blood extravasated may 
amount to six or nine ounces. The result of this extra- 
ct) Jour. Amer. Med. Assoc., Jan. 6, 1906. 
(2) Scottish Med. and Surg. Jour., Feb., 1900. 
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vasation is that in almost every case where it produces 
symptoms and these are not relieved by surgery, the result- 
ing compression of the brain is incompatible with life. It 
is possible that in some few instances the patient recovers 
without operation, the blood being absorbed, but this is 
extremely rare and cannot be relied upon. On the other 
hand, if the clot is left and the patient survives the dan- 
gers of the severe compression, he still runs the risk of 
infection. 

The symptoms of meningeal hemorrhage as given in the 
text-books are grouped into three stages: (1) concussion, 
(2) consciousness, (3) compression. The cardinal sign is 
the so-called lucid interval, the period of consciousness, 
but unfortunately this is not always present or has not 
been observed because either of its too limited duration or 
for other reasons. In series of cases collected by Jacobson 
and Weismann, the lucid interval was present apparently 
in about one-half of the cases. In Pringle's own cases, 8 
of the patients had been unconscious all the time following 
their accident and the typical sequence of symptoms was 
present in only one case. On the other hand, as in one of 
his cases, the patient may remain conscious for days until 
just before death. 

In instances where there is evidence of localized pres- 
sure it is to be diagnosed usually by contralateral paralysis. 
In many instances this important piece of evidence is 
wanting, because the patient has not been closely observed ; 
when the surgeon sees him he is paralyzed in all four 
limbs. Pringle has seen a case in which the paralysis and 
the hemorrhage was on the same side of the body, the 
explanation for which is not clear. In diagnosis from 
the pupils he thinks that the reaction is at least as im- 
portant as the inequality. In one of his cases where one 
of the pupils was wide and reacting freely, the other small 
and not reacting, the hemorrhage was on the side of the 
small pupil. However, in 6 other cases in which there was 
inequality, the wide pupil was on the side of the hemor- 
rhage, but there was no difference in the reactions of the 
two pupils. In 7 of his patients the pupils were equal and 
reacted equally. Other points of diagnosis are given but 
do not require mention for the purpose of the Year Book. 

Eleven of Pringle's cases were operated on and only 4 
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recovered. Most of them had associated subdural hemor- 
rhage and brain laceration which were the real causes of 
death. Operation affords practically the only chance for 
the patient. As soon as the diagnosis can be made the 
surgeon should interfere. 

Tranmatio Intraoranial Eemorrliage. • The great im- 
portance of making an early diagnosis when hemorrhage is 
taking place in the cranial cavity, especially as the result 
of traumatism, is well recognized. W. Trotter* has en- 
deavored to clear up for this purpose some of the phe- 
nomena which occur in acute cerebral compression. The 
chief point that he makes is that the Cheyne-Stokes phe- 
nomenon is in such cases no mere terminal symptom, and 
therefore of necessarily slight interest, but a most char- 
acteristic form of vasomotor reaction and one which may 
be manifest nearly from the onset of compression ; further, 
that various modified forms of the phenomenon occur 
which may cause confusion, especially when the respiratory 
periodicity is absent. Under the head of the Cheyne- 
Stokes phenomenon the ^author includes: (1) periodic 
respiration; (2) variations in pulse-rate and strength, and 
in the blood-pressure; (3) variations in the size of the 
pupils; and (4) variations in consciousness. 

Particularly under this last head the author calls atten- 
tion to the peculiar periodic movements of the limbs which 
are no mere irregular jerking such as occur in a steadily 
maintained irritability of the cortex. ^The periodic return 
of function is associated with a fixed result, so that during 
each period of hyperpnea a complex and stereotyped series 
of movements occurs. At or before the beginning of the 
group of respirations the arm begins to execute such 
actions as scratching or rubbing, pulling the mustache, 
and so forth. The movements are always complex, they 
have the appearance of being voluntary, and are such as 
might be expected to be habitual. They are, however, per- 
formed through hundreds of repetitions in an exactly 
similar order and with an unvarying preciseness of repro- 
duction. If an attempt is made to interfere with them 
they are persisted in with considerable force, the hand 
struggling with the restraint, and if successful completing 

(1) Lancet, May 19» 1906. 
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the series unless apnea should have meanwhile intervened. 
If the hand in its wanderings encounters anything the 
latter is fumbled with, often in such a way as to show 
recognition ; if an unfamiliar object is met with such as a 
bandage round the head, the hand will often pluck at it 
and even succeed in tearing it ofE. In the leg the move- 
ments, as might be expected, are much simpler and usually 
confined to mere flexion and extension. A very important 
fact is that when a part of the brain is involved to the 
extent of producing anemia and therefore paralysis of the 
limbs supplied by that region, such limbs will not be 
moved during the hyperpneic periods. As already stated, 
it is only in rare cases that a true paralytic symptom dis- 
appears during those periods. The onset, then, of a hemi- 
plegia can be watched by noticing the gradual cessation 
of the Cheyne-Stokes movements in the limbs involved, 
while those of the opposite side continue to move strongly. 

"Certain modifications of the classical type of the phe- 
nomenon are very common. It may be said broadly that 
any one of the four factors may be absent and quite often 
more than one. The pupil changes are perhaps the least 
constant; the respiratory periodicity is quite often absent, 
especially in the earlier phases of the case. The periodic 
movements are probably the most constant feature. This 
great variability is possibly the reason why the Cheyne- 
Stokes phenomenon, though very common in cases of 
head injury, has excited comparatively little the interest 
of surgeons." 

"The value of the phenomenon in diagnosis is perhaps 
its most important feature. In the first place it affords 
certain evidence of severe compression of the brain and of 
implication of the bulb which, if left unrelieved, will 
surely cause death. It is not, however, an immediately 
terminal symptom, for it may persist in its fullest develop- 
ment for many days and it indicates a modified function- 
ing rather than a paralysis of the medulla. Secondly, it 
may give rise to difficulties in diagnosis through the 
periodic movements being taken for evidence of focal 
irritation. We have already seen that the movements will 
be absent from a hemiplegic side; it is therefore obvious 
that if the movements be taken as pointing to a focal 
irritation the side of less advanced compression — that is. 



166 NERVOUS DISEASES. 

the side opposite to the hemorrhage — will be operated on. 
The movements occur in groups and when they are uni- 
lateral do, in fact, present some superficial resemblance 
to those of a fit. Such a mistake is, of course, easily 
avoidable and is rendered impossible by the following 
considerations. 1. The Cheyne-Stokes movements occur 
at regular intervals and last for regular periods. Between 
attacks there is complete cessation of movement. 2. They 
are of wide range and complex character and in spite of 
their complexity are repeated time after time with great 
exactitude. ♦ * ♦ 3. They begin simultaneously 
throughout the limb and affect the arm and leg together, 
showing no trace of the orderly march of a Jacksonian fit. 
4. They correspond with the occurrence of the other 
Cheyne-Stokes factors, though the possible absence of some 
of these factors should be borne in mind. 

"The third point of diagnostic interest in connection 
with the phenomenon is the fact that it may reveal the 
presence of a paralysis otherwise unsuspected or in need 
of confirmation. It may be stated definitely that if 
Cheyne-Stokes movements are present and a limb does not 
participate in them that limb is paralyzed. In a case 
of head injury this will, of course, indicate the site of 
maximum compression. Such an indication is of especial 
value in traumatic compression where there is usually 
evidence of widespread irritation which is apt to prove 
confusing." 

The author accepts the pathology of Kocher, who divides 
cerebral compression into three stages: "1. The stage of 
compensation. In this period the effect of the encroach- 
ment upon the cranial cavity is merely to cause a partial 
compression of the larger veins and an escape of cerebro- 
spinal fluid, without producing functional interference 
with the brain or, therefore, any symptoms. 2. The stage 
of venous congestion. Further compression causes inter- 
ference with the venous outflow, congestion and conse- 
quently an increased excitability of the cortex leading to 
irritative symptoms, such as restlessness, groaning and 
muttering, jerkings, or rigidity of the limbs. The retinal 
veins become distended. 3. The stage of anemia. Further 
increase of intracranial pressure empties the smaller ves- 
sels and produces anemia with consequent paraljrtic symp- 
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toms. These three stages have been established by direct 
observation of the brain." 

These changes are not simultaneously developed all over 
the brain, but are most advanTJed at the site of hemorrhage 
under which the brain may be anemic and paralyzed, while 
a surrounding zone is congested or irritable. Until the 
congestive stage has reached any given part of the brain 
no symptoms will be manifested by that part. Hence, 
cerebral compression may be present ; and yet, because the 
medulla has not become congested, the vagus pulse and 
respiration, and the high blood-pressure which are often 
regarded as classical symptoms of compression will be 
absent. 

Facial Hevi and Intracranial Hemorrhage. Three cases 
of spontaneous intracranial hemorrhage associated with 
nevi in the area of peripheral distribution of the trigeminal 
nerve are reported by H. Gushing.^ This author first notes 
that vascular nevi on the face tend to conform in outline 
to the distribution of one or more of the branches of the 
fifth cranial nerve. Supporting his theory of this relation- 
ship, he finds that these cutaneous nevi may be associated 
with a corresponding nevoid condition of the dura mater 
upon the same side of the head. This seems very sig- 
nificant when we remember that the dura also receives 
sensory filaments from the trigeminus. 

His cases were briefly as follows: (1) A child with 
facial nevus had at two years of age an attack of convul- 
sions and hemiplegia on the side opposite the nevus. The 
motor condition gradually improved but epilepsy of a 
severe type developed. At four years of age operation was 
attempted to remove any possible source of intracranial 
irritation, but had to be given up on account of great 
hemorrhage. Six months later the child died of an infec- 
tious disease and at autopsy the dura showed intense 
vascularity on the same side as the facial disfigurement. 
(2) A child of ten months with a birthmark limited to 
the ophthalmic division of the fifth nerve had the symp- 
toms of intracranial hemorrhage and afterwards developed 
epileptiform seizures of frequent and severe type. At five 
years Gushing operated, first tying the external carotid 

(1) Jour. Amer. Med. Aisoc, July 21, 1006. 
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artery, and found the dura very vascular. He tied many 
points with the purpose of diminishing the vascularity. 
He found adhesions of the dura to the cortex as a result of 
the original attack and broke them up. The outcome was 
a complete cure of the seizures. (3) A child was seen at 
eight years of age, there being a question as to advisability 
of operation. There was an extensive birthmark over the 
face and afm, with a history of an attack resembling intra- 
cranial hemorrhage at nine months of age, followed by 
hemiplegia, from which there was poor recovery. There 
was epilepsy of a Jacksonian type, and mentality was very 
low. No operation was advised. Gushing considers this to 
be probably another hemorrhage from a highly vascular 
area in the dura, corresponding to the associated facial 
nevus. 

The histories of these three children, all of whom were 
born with vascular nevi conforming with the territory of 
one or more divisions of the trigeminal nerve, suggest that 
these nevi are the result of some congenital defect or intra- 
uterine lesion primarily affecting the ganglion or its sen- 
sary root. "Had there been no obvious vascular lesions on 
the skin in these three cases, they would possibly have been 
regarded as instances of spastic hemiplegia of encephalitic 
origin, for an infectious process is regarded as the more 
common cause of the spastic palsies which date from in- 
fancy ; and these children were affected at thirteen months, 
ten months and nine months of age, respectively." Owing 
to Cushing^s surgical experience he is inclined to the view 
that most, if not all, instances of spastic paraplegia or 
hemilegia which date from birth are secondary to intra- 
cranial hemorrhage, accidental to parturition. Interesting 
is the fact that cutaneous facial nevi may be associated 
with some degree of hypertrophy of the face, as well as a 
corresponding nevoid condition of the dura mater. Gush- 
ing further concludes that "this dural nevus may lead to 
a spontaneous hemorrhage during infancy, with conse- 
quences similar to those which follow the subdural hemor- 
rhages occurring during the early months of life from other 
causes — epilepsy, spastic hemiplegia, or even amentia. 

Gassirer demonstrated in the Berlin Neurological So- 
ciety^ a case of nevus vasculosus of the left face and head, 

(1) Centralblatt f. Nervenheilkunde u. Psych., Aug. 15, 1906. 
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limited to the trigeminal ^distribution, in which at 8 
months had occurred a series of convulsions, without loss 
of consciousness, with resulting right-sided paresis and 
right-sided hemianopsia. He thought that it was all due 
to a hyperplasia of the pial vessels and probably also, on 
account of the hemianopsia, of the deeper vessels, analo- 
gous to the overgrowth of vessels on the cutaneous surface. 
In a case reported by Kalischer the findings were similar. 

Intracranial Hemorrhage of the New-bonu The possible 
surgical relief of the symptoms caused by intracranial 
hemorrhages of the new-born is discussed by H. Gushing,^ 
who reports four operations. In two of the cases the 
results were little short of marvelous. The patients, 
although in poor condition, stood the operation very well. 
The blood-clot was cleaned out from underneath the dura 
and the brain irrigated with salt solution. We are not 
concerned here with the surgical aspect, but, as Gushing 
says, the matter stands thus: Therapy in later years is 
absolutely hopeless with the exception of the palliative 
tenotomies or surgical attempts to relieve epileptic seiz- 
ures. Indeed, treatment of these cases has been the despair 
of neurologists. When paralyses, athetoses, Jacksonian 
epilepsies and the feeble-mindedness which result from 
birth hemorrhages in the brain are thought of, the im- 
portance of doing something, if possible, is evident. Gush- 
ing has demonstrated the possibility and he thinks it now 
remains for the diagnosis. to be made early, so that inter- 
vention may be undertaken before much damage has been 
done to the brain. See Plate VI. 

There has been but little attempt to describe the early 
symptomatology of these cases which Gushing says is very 
important for obstetricians and neurologists to have full 
acquaintance with. The history of the labor is important 
and after that the degree of postpartum asphyxiation. 
First among the objective signs is the fontanelle with its 
bulging membrane, in some cases so tight as to prevent 
pulsation. Indeed, sometimes the bony outlines of the 
fontanelle are not to be detected. Gonvulsions are frequent 
and especially if they do not appear until several days 
after birth, they may be more or less unilateral. "There 



(1) Amer. Jour. Med. Sciences, Oct., 1906. 
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may be also an undue reflex activity, the child starting 
or twitching in a convulsive way in response to any sen- 
sory stimulus. Ocular palsies or differences in the size 
of the pupils apparently are not uncommon, and in severe 
cases there may be symptoms referable to the medulla, as 
alterations from the normal in the cardiac or respiratory 
rhythms. In the early days evidences of paralysis are 
rare." 

If there is any doubt of the diagnosis, a lumbar punc- 
ture may be undertaken which will show free blood cor- 
puscles in the fluid of the lumbar meninges soon after any 
effusion of blood into the subdural spaces. Most mistakes 
in diagnosis are probably made because of the fact that 
there is a silent period, so to speak, in the malady, during 
which the child "improves." After some months, when it 
becomes quite evident that normal cerebral development is 
not taking place, it is too late to prevent the damage. 

Differential Diagnosis between Hemorrhage^ Throm- 
boftis, and Embolism. A careful study of a rather large 
number of complete hospital cases with autopsy reports 
of non-traumatic cerebral vascular lesions leads A. E^ 
Jones^ to call attention to the erroneous notions which 
have been handed down through medical generations from 
the small personal experiences of a few teachers. For 
instance, it has often been said that the onset of cerebral 
thrombosis is peculiarly likely to take place in bed because 
of the quietness then of the circulation. But in this series 
only 22 per cent, of such attacks began in bed. Again, it 
is stated frequently that rest in bed tends strongly to 
prevent cerebral hemorrhage. However, allowing liberally 
40 per cent, of the twenty-four hours for sleeping, we find 
that 18 per cent, of the hemorrhagic apoplexy takes place 
during sleep, the difference in favor of sleep for patients 
prone to hemorrhage thus not proving to be very great. 
Moreover, this author cannot find any close relation be- 
tween strenuous occupation or excitement and the bursting 
of a blood-vessel; and certainly coitus and defecation have 
been much exaggerated as factors of importance. Jones 
suggests that when a vessel is ready to burst it needs but 
little force to break it and* in any given case the indi- 

(1) Brain, No. CXI, 1906. 
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viduaPs blood-pressure at various times of the day or under 
varying conditions would be a matter for special study. 

It has been taught that there is considerable predilection 
for thrombosis and hemorrhage for one side of the brain, 
but that is not evident from the figures. For hemorrhage 
and thrombosis in this large series of cases the figures show 
each side as being attacked in a pretty nearly even number 
of instances. The much smaller number of figures obtain- 
able for embolism permits no safe conclusion to be drawn 
as to predilection of even this, accident for the right side 
of the cerebrum. 

Consciousness is lost in three-quarters of hemorrhagic 
cases and in half the occluding lesions, and in either 
instance if the onset is apoplectiform the prognosis is dis- 
tinctly worse. Intraventricular hemorrhage, which is 
nearly always secondary, may not cause loss of conscious- 
ness. The prognosis of this condition can be based on 
these figures: When blood has been found at autopsy in 
the ventricles, 60 per cent, have died in the first twenty- 
four hours and 90 per cent, within the first week. The 
immediate prognosis is always worse in hemorrhage than 
in thrombosis. The entire study gives, says the author, 
negative findings. Much taken for granted with respect 
to vascular lesions in the brain is either not true or is not 
certain. 

Thrombosis and Embolism. 

ProgresBive Cerebral Softening. J. B. Hunt^ writes 
upon chronic progressive softening of the brain and reports 
2 cases with autopsies. One case was of especial interest 
because of the clinical resemblance to brain tumor. An 
apoplectiform seizure occurred one year before the appear- 
ance of any focal symptoms. There was no paralysis at 
the time and the recovery was absolute. 

"After the beginning of focal symptoms in the right 
side of the face the course was gradual and progressive, 
appearing next in the fingers, then in the hand and fore- 
arm, and later only slightly in the leg. During this entire 
period and even antedating the focal symptoms, severe 
paroxysmal headaches, usually unilateral, were present, 
with some variable tenderness over the left parietal region. 

(1) Amer. Jonr. Medical Sciences, June, 1906. 
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The absence of optic neuritis had given rise to serious 
doubts as to the real nature of the lesion, but this as is well 
known by no means excludes tumors, especially those situ- 
ated in or near the cortex." 

The terrific headaches continued and motor power was 
affected in one side of the face and the corresponding arm. 
Having resisted all medical treatment, an operation was 
undertaken, the only result of which was to increase the 
paralysis. The autopsy showed that the unusual sequence 
of symptoms, so unlike that of softening in general, was to 
be referred to the parietal arteriosclerosis at the junction 
of the internal carotid, middle cerebral, and posterior com- 
municating arteries, with occlusion of central perforating 
branches at their point of origin from the main trunks. 

"This lesion had induced a gradual and successive 
obliteration of these central perforating end arteries, pro- 
ducing the progressive and insidious development of hemi- 
paresis and hemiparesthesia with objective sensory disturb- 
ances. In brief, the picture of the so-called chronic pro- 
gressive softening of the brain." 

In the second case the symptoms, while not so constantly 
or uniformly progressive, still involved first the leg, then 
the arm and finally the opposite leg. There was present 
in this case an optic neuritis with beginning atrophy, 
strongly suggesting the possibility of tumor. "The marked 
inertia, extreme apathy, and mental enfeeblement tended 
to favor this interpretation; but as the focal symptoms 
failed to progress materially during eight months' observa- 
tion, a generalized arteriosclerosis and encephalomalacia 
came to be regarded as the probable underlying cause and 
the optic neuritis referred to the glycosuria which was 
present or possibly, as is rarely the case, dependent upon 
arteriosclerosis of the vessels of the optic nerves." Patho- 
logically this case was of special interest on account of the 
limitation of the obliterating thrombotic process to the 
central perforating arteries passing to the internal capsule 
and basal ganglia. 

Double Hemiplegia. Four cases of double hemiplegia 
due to syphilitic encephalitis are described by J. H. W. 
Ehein,^ who has carefully studied them clinically and 

(1) Amer. Jour. Medical Sciences, June, 1906. 
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pathologically. His conclusions are : 1. In brain syphilis 
small microscopic foci of softening may occur in the cortex, 
the result probably of cutting off of the blood supply, and 
giving rise to hemiplegic symptoms and mental disturb- 
ances. 2. Syphilitic inflammatory encephalitis, while 
described comparatively rarely, may occur, and is probably 
due to inflammation originating in the small vessels of the 
cortex by the syphilitic poison circulating in them. 3. The 
change in the blood-vessels is not always uniform. Some- 
times the adventitia is more intensely involved and some- 
times the intima. 4. Double hemiplegia, if not uncom- 
mon, is certainly not frequently described. 

Cerebral Sinus Thrombosis. 
A case of widespread intracerebral sinus thrombosis is 
reported by J. 6. Talley.^ The patient, a woman of 46 
years, for two years had had constant headache, the exami- 
nation of urine and blood being negative. The pulse 
ranged generally below 60, with hard arteries and promi- 
nent veins, and emaciation. The fundi showed some evi- 
dences of optic neuritis. After a few days in the hospital 
the constant headache which was most severe in the 
occipital region gave way to a beginning coma in which the 
patient died in four days. Before death the neck became 
stiff and somewhat retracted, the mouth drawn to one side 
and one arm flaccid. Sensation to pain was lost on the 
left side, knee jerks became increased. At autopsy a recent 
hemorrhage was found in the cerebellum and in the 
superior longitudinal, lateral and occipital sinuses a throm- 
bus partially organized in places and fully organized in 
others. The case was of special interest because of the 
great extent of the thrombus, the slowness of its develop- 
ment, the headache which had begun two years before, 
showed no remissions, but rather increased with time and 
the fact that the ordinary symptoms of lateral sinus throm- 
bosis were lacking. 

Athetosis Treated by Nerve Transplantation. 

An attempt to relieve a case of extremely violent 
athetosis by nerve transplantation is reported at length by 

(1) New York Medical Journal, May 20, 1906. 
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Spiller and Frazier.* This case was barely mentioned in 
the last Year Book (Practical Medicine Series, Vol. 10, 
1905, p. 176), but since there have been remarkable results 
from this hitherto unattempted operation, it now deserves 
more attention. A young man of 19 years was constantly 
subject to extremely violent athetosis which probably had 
been present all his life. His constant involuntary exercise 
had developed powerful muscles, yet he had no control 
over himself, and it was with great difficulty that he could 
even be dressed. His condition was so bad that several 
years ago the cortical center for his left upper extremity 
was excised. Since that operation his left arm has been 
more rigid, but the athetoid movements have continued to 
be constant and intense. The recent operations were the 
result of Spiller^s idea that if the excessive innervation of 
the flexors could be switched off by nerve transplantation 
into the extensors, a more normal relation between antago- 
nistic muscles could be induced with probable lessening of 
athetoid movements. The operations thus were an attempt 
to influence a cerebral lesion by disturbing peripheral 
nerves. A lateral anastomosis of the divided median and 
ulnar nerves was made with the musculospiral nerve. Later 
the circumflex and musculocutaneous nerves were divided 
and an end-to-end anastomosis affected between the cerebral 
end of one and the distal end of the other and vice versa. 
After seven-and-a-half months it seems that the results 
obtained are very favorable, since the patient is far more 
comfortable than he has ever been previouslv and has gone 
back to his occupation of selling papers. See Plate VII. 
After recovering from the paralysis immediately follow- 
ing the operation, the patient is mostly retraining the use 
of his arms and the athetosis has practically disappeared. 
Spiller thinks that the involuntary movements will not 
return or that if they do they will be far less severe than 
before the first operation. It is important to have estab- 
lished the fact that with partial paralysis produced by 
operation on nerves, athetosis will disappear. It seems 
strange if athetosis is the result of irritation of central 
motor fibers that no symptoms are produced by the pre- 
vention of the manifestation of this irritation. 



(1) Amer. Jour. Med. Sciences, March, 1905. 




PLATE VII. 

Instantaneous photograph taken before, the first operation, showing 
the violence of the spasms. 
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The surgical side of this subject is discussed in detail in 
this same article by Frazier and Van Kaathoven. 

Development of Head after Injury. 

Studies upon the development of the brain and skull 
after injuries to the new-born brain have been made both 
experimentally and clinically by G. d'Abundo.^ His 
method with animals was to open aseptically an angular 
flap of the skull within a day or two after birth and remove 
varying sized pieces from the underlying brain. He found 
that if he removed a small portion containing only the 
outer cortex, the result upon cerebral and cranial develop- 
ment was very slight, but if the artificial injury extended 
through the entire cortex down to the white matter, then 
the future growth of both brain and skull was much inter- 
fered with. This lack of development extended to the 
entire corresponding hemisphere and even somewhat 
affected the entire brain. The skull also developed 
asymmetrically and at adult age was far smaller than the 
skulls of control animals. 

These experiments prove that any injury which causes 
interference with the function of a part of the cerebral 
cortex at the earliest period of life, when the brain is 
growing rapidly will not only affect the function of the 
injured part, but will prevent normal development of the 
cerebrum. In the case of the human individual this under- 
development will call forth symptoms which may not be 
noted, perhaps, until comparison is made at a fairly 
mature stage with the faculties of others. 

The clinical bearing is evident. The author believes 
that most, if not all, cases of defective mental growth are 
caused by some pathologic condition, either disease or 
injury of the brain at birth or in the earliest days of life. 
The earlier the injury the more chance there is for defec- 
tive development. Cerebral pathologic conditions arising 
in intrauterine life thus stand a large chance of causing 
bad after-effects. In this manner may be caused the men- 
tal weaknesses which develop sometimes in the later years 
of childhood, and also the epilepsy which develops then or 
in early adult life. The author has been struck by the 

(1) Centralblatt f. Nervenheilkunde u. Psychiatrie, Jaly, 1906. 
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number of cases with symptoms developing first after early 
childhood had been passed, in which he could obtain a 
history of injury in young infancy or early disease prob- 
ably accompanied by cerebral inflammation. He strongly 
combats the theory which has been advanced that under- 
development of the brain is caused by defective growth 
of the skull. He thinks that his experiments show con- 
clusively that the growth in form and size of the skull is 
directly dependent upon a corresponding growth of the 
brain. 

Diseases op Cerebellum. 

Agenesis of Cerebellum. C. Bonne^ reports a case of 
unilateral agenesis of the cerebellum, the left lobe of which 
had not developed to a larger size than a pea. On the 
same side the corpus callosum and limbic lobe were both 
only partially developed. The interesting feature of the 
case is that there were no symptoms which pointed to this 
gross deformity. The patient, aged 26, entered the asylum 
on account of epileptic seizures and mental weakness. He 
had always been dull intellectually, but had learned to 
read and write. Before entrance he had had a delirious 
attack and was said to be rather intractable, but in the 
asvlum he was docile, tranquil and a good worker. His 
seizures became more and more rare, but vertiginous 
attacks unaccompanied bv a fall persisted. One peculiar 
feature of his case was the ease with which he perspired ; 
his skin was made moist by any excitement and indeed he 
could practically be made to sweat at word of command. 
At no time was there any symptom of cerebellar disorder. 
His equilibrium and orientation were good. The patient 
died of tuberculosis, and before the end his epileptic 
attacks again became more frequent. During the attack 
he won^d fall indifferently to one side or the other. 

Cerebellar Apoplexy. M. A. Starr^ reports 5 cases of 
cerebellar apoplexy which, as he says, is a rare affection. 
The symptoms "common to these five cases are vertigo, of 
an extreme degree at the onset, subsiding to some extent 
gradually, but recurring on any attempt to walk, and 

(1) Archives de Neurologle, Aug., 1906. 

(2) Medical Record, May 12, 1906. 



DISEASES OP BEAIN AND MENINGES. I77 

remaining as a permanent symptom; an uncertainty in 
gait due, not to paralysis, but to a lack of balancing power, 
which results in staggering and uneven steps; an un- 
natural posture of the head when at rest, and nystagmus/^ 

Starr speaks in detail of the known symptoms of cere- 
bellar disease and says of nystagmus that all "physiol- 
ogists who have experimented on the cerebellum have 
found that irritation of the organ by electricity produces 
movements of the eyes. These are usually conjoined 
movements, as single muscles of the eye cannot be excited 
to action from the cerebellum. In tumors of the cere- 
bellum nystagmus is often observed as an early symptom. 
And while in some cases this may be due to irritation of 
the oculo-motor centers by distention of the Aqueduct of 
Sylvrus by fluid in the ventricles, in other cases it is 
undoubtedly a direct cerebellar symptom. Nystagmus was 
present in two of the cases here reported, and in a third 
case it was noted that attempts to look upward caused 
vertigo. This then is to be regarded as a valuable sign of 
cerebellar disease when taken in conjunction with other 
symptoms. The vomiting and headache observed in all 
the cases are doubtless due to irritation of the vasomotor 
and pneumogastric centers in the floor of the fourth 
ventricle, which lies immediately below the cerebellum." 

The correct diagnosis has an important bearing upon 
treatment. He has found "that in many cases the diag- 
nosis made of attacks of vertigo in old people is ^stomach 
vertigo'; that they are purged and starved for a few days 
and then allowed to get up and go about. If some of 
these cases are really cases of cerebellar apoplexy it is 
evident that they should be treated as cerebral apoplex}- 
is treated. They should be kept quiet and not allowed to 
get up under three weeks from the attack. Arterial condi- 
tions must be attended to and all effort be avoided. There 
is no need for special attention to the stomach, for the 
vomiting is not due to any stomach disturbance, nor as a 
rule are laxatives required. Bromid or antipyrin may quiet 
the symptoms of vertigo if this persists. But as the symp- 
tom of staggering is due to the lesion it cannot be reached 
by treatment any more than can a hemiplegia or hemi- 
anopsia in cerebral apoplexy." 
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Diseases of Medulla. 

Bulbar Symptoms with Pacial Spasm. An unusual and 
interesting symptom-complex is reported by Babinski.^ 
The patient suffered from dizziness, lateropulsion towards 
the left, paresis of the right vocal cord, hemiatrophia of 
the left side of the tongue, disturbance of hearing, narrow- 
ing of the left pupil and facial hemispasm. All these 
symptoms had gradually increased over a period of five 
years. The spasm of the muscles of the face gave the 
impression as if an electric stream were arousing the char- 
acteristic faradic tetanus. Not the entire muscle was 
attacked, but only some parts at a time. When the patient 
was tired the spasm was more frequent. The constant 
muscular effort had so drawn the tip of the nose toward 
the left that the left nostril pointed towards the left 
instead of downwards. The diagnosis was that of a bulbar 
affection with an irritation of the facial nucleus. The 
author is of the opinion that one never sees such spasms 
following a cortical lesion. 

Thrombosis in Medulla. A typical case of an acute 
affection of the medulla oblongata is described by L. R. 
Miiller^ on the ground that such cases have been very 
infrequently noted and are indeed rarely met with. The 
patient was 46 years old, had worked hard and drunk 
much, and had suffered for ten years from headaches and 
short attacks of dizziness. His father and two uncles had 
died early with arteriosclerosis. One evening, without any 
more warning than a headache that had existed for several 
days, the patient suddenly became helpless, but his mind 
was unaffected. A few days afterwards the patient became 
very hoarse and unable to swallow. The examination 
showed a high grade of ataxia present in the right arm and 
the right leg, and a crossed disturbance of sensation which 
affected the sense of temperature and of pain in the right 
side of the face and the left half of the body. Further- 
more, there was a paralysis of the right side of the vocal 
cords. The patient finally died from aspiration pneu- 
monia. At autopsy there was found a high grade of ar- 
teriosclerosis and a thrombosis of the right vertebral artery 

(1^ Nouvelle Iconographie de la Salp6trifere, No. 4, 1905. 
(2) Deutsches Archlv fUr kUn. Med., March 12, 1906. 
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from the height of the first cervical segment to its ending 
in the basilar artery. The result of this thrombsosis was 
an area of softening which extended through the entire 
length of the medulla on the right side, from the pyra- 
midal decussation to the pons. The sharp localization of 
the area explained the symptoms. The disturbance of sen- 
sibility in the right side of the face was caused by involve- 
ment of the descending root of the fifth nerve. The 
ataxia was probably due to interference with the function 
of the lateral cerebellar tract in the corpus restif ormi. The 
remarkable absence of paralysis in the extremities is to be 
explained by the fact that the pyramidal tract was not 
injured. Of the various nuclei in the region, only the 
nucleus ambiguus was involved. 

The author calls attention to the fact that a crossed 
or alternating hemianalgesia is characteristic of these rare 
cases, just as crossed hemiplegia is characteristic of lesions 
in the pons. He points out some other cases which have 
been reported and notes the fact that in all such instances 
thrombosis has been found to be the causative factor. 



DISEASES OF SPINAL COED. 
Symptomatology. 

Beferred Pain in Spinal Lesion. M. Lewandowski^ re- 
ports the case of a patient who had an extradural sarcoma 
of the spine which caused extensive softening of the cord 
through compression, found at autopsy to be in the region 
of the fourth dorsal segment. The peculiarity of the case 
lay in the very unusual distribution of pain experienced 
by the patient. At one time in the progress of the disease 
the symptomatology was that of Brown-S6quard paralysis 
and the left leg was completely anesthetic. During a 
course of tests with a strong f aradic current it was found 
that nothing was felt in the leg when the current was 
applied to it, but instead that great pain was evoked in 
the left arm — innervated, of course, from a point above 
the site of the lesion. The author believes that he en- 
tirely ruled out hysteria by various tests at subsequent 

(1) Cent f. Nervenheilkunde u. Psych., Aug. 1, 1906. 
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sittings. There was no spontaneous pain in the arm^ and 
other forms of painful irritation failed to cause the phe- 
nomenon. For a couple of months before death this re- 
action could not be elicited. In looking for an explana- 
tion Lewandowski does not think that the pain stimulus 
jumped over from the leg nerves to the arm nerves, but 
thinks it much more probable that the sensory nerves from 
the leg were still partially competent, but their impulses 
were fasely interpreted in the cortex. 

Brown-Seqnard Syndrome. Careful studies reported 
by M. Rothmann^ snow that the old teaching in regard to 
Brown-S6quard paralysis does not hold quite true in the 
light of recent investigations. His conclusions are as fol- 
lows: Just as we have come to know that in the spinal 
cord there are a number of motor tracts which can on 
occasion more or less subserve each other^s function, so 
we find the same law active in the case of the diflferent 
forms of sensation. There is apparently not only a strong 
attempt on the part of nature to prevent complete loss 
of any particular sense quality, but there also exists a great 
power of restitution. The practical point for the neurolo- 
gist to remember is that a lesion of one side of the spinal 
cord may be followed by a considerable restitution of both 
motor and sensory functions through the fibers of the un- 
injured side, which take on vicarious functions. 

Tabes Doesalis. 

Family Tabes. Family tabes dorsalis is discussed by 
E. H. Trevelyan,^ who reports this disease in husband, 
wife and daughter. Such a combination seems very rare; 
the author in searching over the literature has found it 
recorded only a couple of times, although tabes in one 
parent and an offspring has been reported a considerable 
number of times. The father died, aged 58. He showed 
early signs of tabes, at the age of 33. He was married 
when 22, and his wife was only 19. She developed the 
first symptoms when 29. No satisfying evidence of past 
syphilis was forthcoming, but before marriage the man 
had been a sailor, which makes this disease probable. The 

(1) Berliner klinische Wochenschrlft, Nos. 2 and 3, 1906. 

(2) Lancet, Sept. 9, 1906. 
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family history also points that way. There were twelve 
pregnancies and nine children bom alive; three died at 
about one year, and others later, so that only three sur- 
vived. The eldest daughter, now 43 years old, began to 
have tabetic signs at 36, and the disease has steadily pro- 
gressed since. On neither this daughter nor her hus- 
band nor in her family history can there be found any 
evidence of acquired syphilis. The question that arises 
in this interesting instance of family tabes is: did the 
tabetic couple merely hand down to their daughter a gen- 
eral vulnerability of nervous tissue, or did they transmit 
to her the actual virus which would bring about with 
little or no further provocation eventual degeneration of 
the aflEerent sensory neurone? Trevelyan is inclined to 
affirm the latter hypothesis. 

Regeneration of Nerve Fibers in Tabes. An anatomical 
study of the spinal roots and ganglia was undertaken by J. 
Nageotte^ with the method of Cajal. Certain points, 
which appear to present new facts and throw new light on 
the pathologic process of tabes, are worthy of mention. 
The discovery which the author has made relates the path- 
ologic process of tabes to the general biology of the neu- 
rones. 

The special finding which will interest clinicians is that 
which the author names "collateral regeneration.'' He 
says that by the Cajal method it is easy to observe in the 
spinal ganglia of both man and the lower animals a re- 
generative process consisting of the growth of fine fibers, 
particularly from the cell-body. Tracing these fibrils, one 
finds that they end in irregularly shaped masses, many 
times wider than the diameter of the fibril. Cajal has 
found analogous structures in the cortex of both the nor- 
mal and pathologic brain, and the conclusion is that these 
fibrils are evidence of a general tendency towards regenera- 
tion in all parts of the nervous system. 

The author states that after a nerve is severed not only 
do the well-known fibrils growing from the cut-end make 
effort to repair the damage done, but also from the more 
centrally situated parts of the neurones collateral fibrils 
grow out. These spring from either the cell-body or the 

(1) Nouvelle Iconographle de la Salpfitrlfere, No. 3, 1906. 
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axis-cylinder, and, again, terminate in the end-masses 
which represent in the adult embryologic conditions of 
nerve growth. 

The author's observations in tabes are mainly the fol- 
lowing : Preceding the destruction of the radicular fibers, 
between the spinal ganglion and the cord itself, there is 
demonstrable in early cases irregular swellings along the 
axis-cylinder. But the most curious phenomenon is the 
collateral regeneration which is taking place in the spinal 
ganglia during all the time that the tabetic process of de- 
struction is going forward. The fibrils are easily to be 
studied both in the ganglia and in the posterior spinal 
roots. There seems to be an efiPort on the part of nature 
to compensate for the destroyed radicular axis-cylinder. 
This effort is apparently quite extensive, but yet evidently 
not sufficient in the cases clinically and pathologically 
observed to regenerate the lost physiologic functions. The 
author found the process of collateral regeneration going 
on in both recent and long-standing cases of tabes. 

Following the work of Nageotte, using CajaPs method, 
Marinesco^ confirms the observation that although the 
process of tabes in the posterior spinal nerve roots is 
mainly a process of degeneration, still there is constantly 
going on in this disease an effort at regeneration, as is 
evidenced by the existence of many fine, new, nonmedul- 
lated nerve fibers. These resemble very closely the new 
fibrils in a regenerating peripheral nerve, and indeed the 
whole appearance of this regeneration in the posterior 
roots, concomitant with the degeneration, is quite analo- 
gous to that which takes place after section of a peripheral 
nerve. The new fibers terminate apparently in rounded 
enlargement, the so-called terminal balls. [It would be 
an excellent thing if some one in America would study 
this regeneration in cases of tabes, (a) which had re- 
ceived a vigorous specific treatment after the tabes had 
become manifest, and (b) cases which had received no 
such treatment. — Ed.] 

Trophio Disturbances in Tabes. The problem of 
trophic nerves especially with reference to the dystrophy 
of tabes is ably discussed by W. E. Gowers.^ The theory 

(1) La Semaine M6dlcale, April 18, 1006. 

(2) British Medical Journal, June 2, 1906. 
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that the remarkable derangements of nutrition which occur 
in some cases of tabes, such as tabetic arthropathy or 
Charcot's joint-disease, are caused by lesions of special 
trophic nerves and centers distinct from those which in- 
fluence the general functions of the parts, is strongly dis- 
credited by the author. One point against the old theory 
is that such special nerves or centers have never been 
discovered by anatomists. Another point is that the lesion 
can be explained by analogies taken from other chapters 
in pathology. In tabes, defective perception of pain in 
the skin where there is arthropathy gives clear evidence 
of an affection of the superficial sensory nerves, and the 
very slight amount of pain even upon motion in the 
affected joints shows that the deeper nerves have also suf- 
fered. 

Gowers calls attention to what happens in the cornea 
when its nerve supply is interfered with, as in removal of 
the Gasserlan ganglion. During the first week or two it 
is difficult to prevent keratitis. The cornea having lost its 
sensitiveness, foreign particles which are not removed by 
the eyelids cause inflammation. But this inflammation 
takes place only during the period when secondary de- 
generation of the nerves is going on. After a couple of 
weeks, although the loss of sensation continues, foreign 
particles falling on the cornea have no such effect. It is 
the changing state of the nerve fibers which renders the 
nutrition of the cornea so unstable. Once this is over, the 
inherent vitality of the tissue is sufficient to maintain its 
integrity. 

Other examples from physiology and pathology were 
mentioned by Gowers, but this relation of the cornea to the 
fifth nerve is sufficient as a type of that which obtains 
in all the tissues of the body except the muscles and 
visceral organs. The only certain element in tabes with 
which we can associate its dystrophy is the altered state of 
nutrition of the sensory nerves. Given this sensory dis- 
turbance and a local cause, such as slight traumatism or 
possibly a rheumatic affection, and then we may have an 
inflammatory process, misguided as it were by the influence 
of the impaired nutrition of the nerves. Once excited 
and thus perverted, it progresses in morbid form to such 
results as one sees in the tremendous swelling of a Char- 
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cot's joint. So far as our present knowledge goes, no 
other conclusion is warranted than that there is an in- 
herent vitality of the tissues, but that this is also influ- 
enced by disturbance of nutrition of the nerve fibers. 
Hypothetic trophic nerves and their hypothetic pathologic 
conditions are not needed. 

The practical point of all this is that tabetic arthropa- 
thy could often be arrested if dealt with wisely in its 
early stages. Beginning as only a slight acute process, it 
might readily be controlled, but the trouble is that, on 
account of its painlessness, it rarely attracts even the 
patient^s notice until the enlargement becomes obtrusive. 
Best and the measures suited to acute arthritis would do 
much in the early stages. "If considerable effusion is the 
chief element, it may need aspiration followed by elastic 
compression, which, even alone, has often a great influence 
on such cases. How considerable aii effect may be obtained 
by suitable measures was shown by a patient in the first 
stage of tabes, but with definite analgesia, who presented 
enlargement of the left knee, ascribed to overwalking. 
The enlargement was chiefly of the head of the tibia, and 
made its circumference exceed that of the right by an 
inch. Although complete rest could not be secured, under 
relative rest and an elastic bandage the difference was 
reduced to half an inch, and a year later there was no 
sign of increase.^' 

Gowers has had experience with the perforating ulcers 
of tabes along the same lines. He found that the 
reason the ulcer failed to heal was not on account of any 
lesion of trophic nerves, but rather on account of the local 
conditions. In walking about the ulcer was continually 
exposed to mechanical irritation and mechanical conges- 
tion. In a certain series every case of perforating ulcer 
which was kept at rest, carefully dressed and cleaned, 
healed inside of a couple of weeks, even though it had pre- 
viously been going on for months. 

Knee-An^le Phenomenon in Tabes. While examining 
tabetic patients J. G. Orsehansky^ has noticed a phe- 
nomenon which is present in all cases where there is 
ataxia of the legs, and in some others besides. He calls 

(1) Neurologisches Centralblatt, No. 9, 1906i 
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it \he knee-angle phenomenon. When the normal adult 
lies on his back with outstretched legs upon an even sur- 
face, it is not possible to lift the foot from the surface 
rested upon, if the corresponding knee is held by the 
examiner firmly in position. But when many cases of 
locomotor ataxia are examined in this way it is found 
possible to lift the lower part of the leg somewhat away 
from the examining table even when the knee is held fast. 
The leg then makes with the thigh an obtuse angle and 
with the underlying surface an acute angle of sometimes 
from 16 to 20 degrees. The phenomenon, of course, de- 
pends upon the relaxation of ligaments and joints which 
is found in tabetics. The author has also found it, al- 
though in lesser degree, in other conditions accompanied 
by relaxation of the musculature, such as chronic myelitis 
and infantile paralysis. This sign appearing in the knee- 
joint has its analogy in the possible outstretching of other 
joints, such as in the foot or elbow. 

The author believes that from the standpoint of this 
phenomenon he has possibly discovered a new way of help- 
ing tabetics. He thinks that a considerable share of their 
trouble in getting about is due to the ataxia caused by 
too great mobility of the knee-joint. It is difficult for 
incompetent nerves to interpret the position of such a 
joint. He proposes partially to immobilize the knee-joints 
by rubber bandages. Acknowledging the meagerness of his 
observations, he yet believes that he has obtained for his 
patients greater stability upon the legs and an increased 
feeling of safety. [The sign is not really a sign of tabes, 
but is merely a test for hypotonus in general. — Ed.] 

Motor Symptoms in Tabes. The rare form of tabes in 
which the onset is with motor symptoms is described by 
M. Lapinsky,^ who has studied several instances. He 
states that there are cases of tabes dorsalis in which the 
initial symptoms are those of paralysis or paresis of upper 
or lower extremities. That these cases are really tabes 
one finds out only in thorough examination and by the 
discovery of the classical symptoms, but in certain in- 
stances, on account of the late appearance of these classi- 
cal symptoms, the diagnosis is exceedingly difficult. 

(1) Zeitschrift ftir Nervenheilkunde, Bd. 30, Heft 3. 
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These motor disturbances of tabes can, throngh experi- 
mental and clinical studies of various observers, be ex- 
plained as caused either by (a) some pathologic changes in 
the anterior horn cells, which may, however, be able again 
to take up their function (perhaps, too, the function may 
be assumed by neighboring healthy cells), or (b) through 
lowering of the aflferent impulses which ordinarily come to 
the anterior horns via the posterior roots and maintain 
the tonus of the anterior horn cells. That such stimula- 
tion is necessary for perfect functioning of the motor cells 
has been clearly shown by the work of Mott and Sherring- 
ton. 

Lapinsky cites, among others, the interesting case of a 
woman of 23, father a syphilitic, who developed paresis 
of one arm and the opposite leg. The toes were com- 
pletely paralyzed. Thorough examination failed to reveal 
the cause, and the case was designated hysteria; but after 
three months of treatment the paresis was only partially 
improved, and meanwhile symptoms of tabes had devel- 
oped. There was then gradual progression to a classical 
condition with ataxia, bladder disturbance, sensory cutan- 
eous affections, loss of reflexes, Argyll-Robertson pupil, 
etc. Other cases illustrate the fact that the earliest com- 
plaint of the patient may be of motor weakness, and on 
examination the discovery may easily be made that the 
condition is the preataxic stage of tabes. Of considerable 
interest is the fact that in all the cases pain, paresthesias 
and other usual symptoms of the beginning stage are 
either not well expressed or are entirely wanting. 

With the motor disturbance Lapinsky finds the electrical 
reaction of the muscles involved to be normal, but the 
tonus is lessened and there may be some atrophy present. 
The motor weakness varies much in intensity; it may be 
much bettered under treatment, only to break out again. 
The point of the above is that we must reckon with defi- 
cient motor conditions as being possibly among the earliest 
symptoms of tabes. 

Surgical Cure of Gastric Crises. A brilliant result by 
surgical intervention in a case of tabetic gastric crises is 
reported by Cotte and Valles.^ The patient was 41 years 

(1) Lyon MMlcal. April 15, 1906, p. 777; May*6, 1906, p. 985. 
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old; tabes was recognized by ataxia, the Argyll-Eobertson 
pupil, and abolition of the knee-jerks. Gastric crises first 
appeared five or six years previously. For the last year 
they had been more frequent and most violent. On ac- 
count of hematemesis it was suspected that an ulcer was 
also present. An operation was undertaken during the 
course of one of the attacks, which were prolonged over 
several days. The only pathologic condition of the stom- 
ach was great dilatation of the vessels. With the idea of 
alleviating the symptom, the surgeon isolated the iliac axis 
and by denudation of that stretched the solar plexus. That 
operation or a resection of the abdominal sympathetic has 
already been proposed by Jaboulay, who has twice stretched 
the solar plexus for gastralgia. The result in Valles' case 
has been most successful — the gastric crisis then existing 
was immediately stopped, and at the time of the report, 
some three months afterwards, there had been no further 
recurrences. 

Treatment of the Tabetic Foot. A neurologist, S. I. 
Schwab and an orthropedist, N. Allison^ have together 
studied the tabetic foot as a factor in the ataxia of the 
lower extremities in tabes dorsalis. Working with meas- 
urements, photographs, tracings and footprints on fifteen 
cases of tabes observed during a period of two years, these 
authors have come to the following conclusions: (1) The 
observations have shown unquestionably that the foot of 
a tabetic with any degree of ataxia in the lower extremi- 
ties is a pronated foot. (2) The eflfect of this pronation 
leads to muscular strain on the ankle, knee, hip and 
spine. This, together with the hypotania, tends to break 
down the long arch, thus producing a faulty mechanical 
instrument by which walking is accomplished. (3) The 
pnonated foot plays an important and hitherto unrecog- 
nized role in the production of the ataxic gait in tabes. 
(4) Correction of this faulty mechanism tends to increase 
the ability of a tabetic to learn to walk normally. (5) In 
conjunction with the Fraenkel method of exercise treat- 
ment, the correction of the faulty mechanism of the foot 
offers the most favorable treatment for the ataxic gait of 
tabes dorsalis. 



(1) Jour. Amer. Med. Assoc, Dec. 6, 1905. 
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The therapeutic attempts of Schwah and Allison resolve 
themselves into a modified shoe which has given satisfac- 
tory results, which the authors are sure are due to a real 
improvement in standing and walking. The shoe em- 
bodies the following main points : To an ordinary, broad, 
straight-last, laced-shoe is added a lengthened heel and 
a raised inner edge as the main factors of correction. A 
cork insole specially cut throws the weight well to the 
outer arch of the foot. Transverse cleats about one-eighth 
of an inch thick on the bottom of the sole give an added 
sense of security. It is important to have the sole and 
heel level. Where hypotonia has been considerable, the 
ankle-joint has been supported by adding a leather stiffen- 
ing to the inside of the upper of the shoe. 

Improvement of Symptoms in Tabes. A contribution 
as to whether certain symptoms of tabes disappear with 
the onset of optic atrophy is made by F. W. Price.^ A 
patient 34 years of age, who presented, on admission, 
ataxia, Romberg's sign, loss of deep reflexes, faulty con- 
trol of the bladder, and almost complete analgesia and 
anesthesia in the legs below the knees, was under observa- 
tion for ten months. During this time complete optic 
atrophy developed, the ataxia grew steadily worse, the re- 
flexes remained absent, while the leg-sensibility and bladder- 
control became quite normal. Although the Argyll-Rob- 
ertson pupil was not present at any time, the diagnosis is 
sure from the other cardinal symptoms of tabes. Here, 
then, was a case of return of sensation, return of bladder 
control, while other conditions, and particularly those of 
the optic nerve, were steadily getting worse. 

Myelitis. 

Chronic Myelitis. During the course of a Harveyian 
lecture on myelitis, J. S. R. RusselP states that he believes 
chronic myeiitis to be a mere myth, if one means cases 
of slow, progressive inflammation of the cord, beginning 
as a primary affection due to injury, exposure or cold, or 
rheumatic or gouty states which are thought to be capable 
of developing an interstitial inflammation in the connec- 

(1> Lancet, July 28, 1906. 
(2) Lancet, July 7, 1906. 
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tive tissues of the cord, slowly progressing, causing dam- 
age to the spinal nerve elements, leading to a slow but 
progressive paralysis, and possibly ultimately causing the 
death of the patient. All this, says Eussell, is an imagi- 
nary symptom-complex. There are many residua in the 
cord left over from an acute process, and these and their 
effects may truly last for years ; but there is nothing like 
the above. Diagnoses of chronic myelitis are made, the 
author finds, in cases of multiple sclerosis or in cases of 
sub-acute combined degeneration. A tumor growing in 
the spinal canal outside the cord may simulate the sup- 
posed symptomatology of chronic myelitis. He cites such a 
case, with removal of the tumor and recovery. On the 
other hand, Eussell records an instance where tumor was 
diagnosed and at operation the trouble was found to be 
due to chronic meningitis. Speaking of the outlook as 
to the after-affects of acute myelitis, Russell says the 
prognosis is most uncertain. Some cases get well un- 
expectedly and from very severe conditions, even though 
they have well-developed trophic disturbances. For treat- 
ment of myelitis conditions Russell thinks that nothing 
equals inunctions of mercury, which he prescribes, to be 
rubbed in along the spine. He orders them given and 
thinks them of benefit in all cases, specific or non-specific. 

Myelitis with Fibrillation. A peculiar case of trans- 
verse myelitis combined with fibrillary movements of the 
muscles in the legs and myotonic electric reaction is re- 
ported by J. Frohmann.^ The patient was exposed to 
severe weather, and following this developed myelitis, 
which left in its wake spastic paresis with disturbances of 
sensibility and of bladder function. All the points of the 
case are readily understandable from a pathologic stand- 
point except the fibrillary twitchings and the remarkable 
change in electric excitability of a portion of the para- 
lyzed musculature. This change was that typical of Thom- 
sen^s disease, namely, duration of the contracture for a 
short time after the stimulation ceases. The author has 
found in the literature a few other cases reported in which 
there were fibrillary movements following spastic paresis. 
The condition, called myokymia by Kny and Schultze, 



(1) Deutsches Archiv fUr klin. Med., Dec. 13, 1906. 
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consists of many muscle movements caused by electric 
stimulation, and continuing for some time after the stim- 
ulus ceases. Frohmann is inclined to diagnose his case as 
a combination of myelitis and myokymia. 

Automobilist's Hyelitis. A motor omnibus driver, sub- 
ject by virtue of his occupation to a great deal of jarring, 
was attacked by a disorder which strongly suggested local- 
ized myelitis. There was no fever. The patient com- 
plained of persistent, acute pain in the right hip and 
aching in the back. The right leg was spastic, and the 
deep reflexes were at first exaggerated, much more so on 
the right side. Early there was a very marked hyperes- 
thesia, which later changed to total anesthesia of the right 
leg, with diminution of sensibility to heat and cold. Sen- 
sation in the left leg was unimpaired. He recovered under 
symptomatic treatment in about a month. The reporter, 
W. J. Burroughs,^ believes the case to have been one of 
localized myelitis rather than spinal meningitis or hemor- 
rhage into the cord. The patient the day prior to his 
illness was subjected to an excessive amount of jarring 
as well as some extra musclar exertion. 



Landey^s Paralysis. 

A case of Landry's paralysis with recovery is reported 
by McNamara and Bernstein,^ from which during life was 
cultivated perhaps the specific micrococcus. The cerebro- 
spinal fiuid^ taken under all bacteriologic precaution, de- 
veloped a coccus similar to that found post-mortem in a 
case described by Buzzard. (See the Practical Medical 
Series, 1904, Vol. X, p. 168, for a review of Buzzard's 
article.) This is probably the first time that an organism 
has been found in the spinal fluid during the life of a 
case of Landry's paralysis. In this instance a man, for 
thirty years a waiter, gradually developed an ascending 
flaccid palsy, mounting so high on the eleventh day that 
ocular movements were impaired. Then began gradual 
retrogression, so that after six weeks the patient was walk- 
ing, and after a number of months was practically well. 

(1) Lancet, July 7, 1906. 

(2) British Medical Journal, Aug. 4, 1006. 
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Chronic Meningomyelitis. 

A case of chronic meningomyelitis which presented the 
symptomatology of an operable tumor of the spinal cord 
is reported by G. Joachim.^ Shortly recapitulated, the 
case is as follows : There was a slowly progressing, spas- 
tic paraparesis which affected the right leg first, and later 
the left side. Against the idea of the process being menin- 
gitis, the fact that the onset was not with pain spoke 
strongly; in fact, all the symptoms pointed to a slowly 
growing tumor, which demanded at least an exploratory 
operation. At operation no tumor was found. (See Eus- 
sel's article, p. 188.) The disease, in spite of treatment, 
steadily progressed. At the autopsy tremendously thick- 
ened meninges were found, at one place being five milli- 
meters thick. The cord itself was compressed, deformed 
and showed considerable degree of myelitis. 

Chronic Anterior Poliomyelitis. 

A unique case of chronic anterior poliomyelitis is re- 
ported by Moleen and Spiller.^ "A man, aged 37 years, 
probably syphilitic, is afficted with sudden paralysis of 
the group of muscles innervated by the left peroneal 
nerve; complete loss of faradic irritability followed in a 
week, and this was followed by rapid wasting and slight 
diminution in size of the entire leg; the deep reflexes were 
present and increased, but not excessively, and in that 
spinal segment represented by the absolute atrophy they 
were lost; the symptoms were confined to the left lower 
extremity and were without change during three months; 
no fibrillary tremor, sensory disturbance, hand weaknesses, 
nor cranial nerve symptoms were present. One year later 
there were slight general emaciation, complete wasting 
of the thenar and hypothenar eminences, and, to a less 
extent, of the interossei muscles; atrophy and paresis of 
the tongue and pharynx, fibrillation throughout the body, 
including the tongue, and tendon reflexes still moderately 
increased. There were no marked electrical changes ex- 
cept in absolutely wasted muscles, and no bladder, bowel, 
nor sensory disturbances. He was becoming more emo- 

(1) Deutsches Archly fiir kiln. Med., Dec. 13, 1905. 

(2) Amer. Jour. Medical Sciences, Sept., 1905. 
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tional, dysphagia and without dyspnoea, though he had a 
rapidly increasing pulse and respiration. Termination 
was death/* 

Spiller says that he knows of no similar case with 
necropsy reported in American or English literature. He 
found numerous small hemorrhages in the gray matter of 
the cord, especially in the anterior horns. A slight de- 
generation of the crossed pyramidal tracts was also ob- 
served, but only by the Marchi method. Many of the 
nerve cells of the anterior horns and of the motor cranial 
nerve nuclei in the medulla had disappeared; The case is 
particularly interesting as showing the relationship be- 
tween the so-called spinal muscular atrophies, amyotrophic 
lateral sclerosis and anterior poliomyelitis. It is a case 
which might be useful in developing a better classification 
of these diseases. 

Treatment of Spastic Paraplegia. 

In 1903 at the French Congress of Neurology, M. Fauve 
presented a paper on the possibility of improving by exer- 
cise the condition of spastic paraplegics, and he now re- 
ports 40 cases treated by his new method.^ By spastic 
paraplegia the author means the disease in its classic 
sense; that is, condition in which there is permanent con- 
tracture of the legs with suppression of normal voluntary 
movements through some lesion or irritation of spinal 
motor pathways. Of course, cases in the acute stages are 
not treated. 

Types of cases treated and the results seem worth 
noting. Thirteen were the result of transverse myelitis, 
including 3 syphilitics; 2 were caused by hematomyelia, 
7 gave evidences of having disseminated areas of disease 
in the cord, including 4 syphilitics ; 3 were cases of mul- 
tiple sclerosis, 2 of Friedreich's disease, and 2 of paral- 
ysis. It is to be noted that the 7 syphilitic cases had been 
treated by antispecific methods, but that the exercises 
were not instituted until after that treatmenjt was ended 
and the paralytic status was apparently fixed. 

At the beginning of treatment 15 were practically un- 
able to walk. Seventeen could walk slowly and with 

(1) Revue de Medicine, Feb. 10, 1906. 
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their difficulty in locomotion very apparent; 8 could 
move about freely, but with decicedly spastic gait. As 
the result of treatment, 2 were still unable to get about 
alone, but had some freer movement of the legs ; 10 could 
walk slowly, but with distinct effort; 13 could walk freely, 
but with' somewhat spastic gait; 7 presented but very 
slight visible signs of spasticity; 2 walked perfectly, and 
2 could run and jump. Four patients gave up the treat- 
ment as being too long. 

Method : The first period is treatment by passive move- 
ments, much time and patience being required to overcome 
the contractures. The second period is voluntary exercise 
with the aid of the instructor, who begins by offering 
resistance proportioned to the strength of each given set 
of muscles. All this gradually leads along the line of 
practice towards achieving normal locomotion. According 
to judgment, exercises are given once or twice a day, and 
a course of treatment lasts at least from one to three 
months. This method must be carried out directly under 
the supervision' of a physician or a skilled instructor. Much 
patience on both sides, and especially the good-will of the 
subject, are necessary for success. General indications to 
be taken account of during the course of treatment are 
conservation of force, nutrition of muscle and general 
hygiene. 

Strinqomyelia. 

Syringomyelia with Papillitis. Syringomyelia with 
double optic neuritis is reported by Wei^enberg and Thor- 
ington,^ who have been able to find in the literature only 
2 other cases. A girl of 16 years, six feet tall, had been 
gradually failing in mental power since her twelfth year. 
At that time she began to be unsteady in walking, and 
has gradually become so weak' that she is unable to walk. 
She has had headache for two years and occasionally vom- 
its forcibly. She has lateral spinal curvature. She shows 
ataxia, weakness, lost reflexes, and typical dissociation of 
sensation in upper limbs; contractures and increased re- 
flexes in the legs. She is blind in one eye and almost so in the 
other. Examination discloses well-developed bilateral papil- 

(1) Amer. Jour, of Medical Sciences, Det., 1905. 
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litiB with beginning atrophy and paralysis of the external 
recti muscles of the eye. In the 2 other cases found by 
the authors there was present an internal hydrocephalus, 
and they believe this to be the cause of the cranial symp- 
toms present in their case. In Schlesinger^s monograph 
on syringomyelia, hydrocephalus is mentioned ka a fre- 
quent complication. 

Partial Haorotomia. Syringomyelia. An interesting 
case of syringomyelia with partial macrosomia is reported 
by M. G. Schlapp.^ Cases have been reported previously 
by Schlesihger and others, and it was not until recent 
years that the localized enlargement was recognized as 
being caused by syringomyelia. The hypertrophy usually 
begins in one extremity, spreading from there to the trunk, 
or jumping to the other extremity. Sometimes it in- 
volves the soft tissues alone, less frequently both the soft 
and the skeletal tissues. "The length of an extremity is 
not found increased as often as is the thickness, nor does 
the length increase as much, when increased at all, as does 
the thickness. In connection with the hypertrophy of the 
tissue, arthropathies are frequently found — ^thickening of 
bones about the joints, hardening of articular ligaments, 
and, as in the case described by Nolbandoff, softening of 
the bones.^^ 

Schlapp's case was a male 38 years old, with four healthy 
children, whose wife had had two miscarriages and one 
child that lived only a few hours. He had had a chancre 
fifteen years previously. Two years before examination 
he began to feel heaviness in his left shoulder and arm. 
Over a year later he had an indefinite illness and imme- 
diately afterwards his shoulder, arm and hand commenced 
swelling, without pain. The swelling remained about 
twice the normal size for two or three months, then sub- 
sided gradually until it remained stationary, with an in- 
crease in circumference all over the area of from one to 
two centimeters. The length of the fingers on the affected 
side was about half a centimeter greater. There was com- 
plete loss of pain and temperature senses over the affected 
member. Tactile and muscular sensibility were unim- 
paired. Placed in a hot chamber, the patient perspired 

(1) Medical Record, May 5, 1906. 
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profusely on the right side of the face and not at all on 
the left, the line of demarcation being sharply drawn 
down the middle. The left upper extremity was merely 
moist, while the right sweated excessively. There was no 
muscular atrophy or paralysis. 

Left enophthalmus was present. The patient had fre- 
quent attacks of partial blindness, accompanied by dizzi- 
ness, lasting for about five minutes. The loss of vision 
was confined to the lower half of the visual field. 

"In many of the reported cases of partial macrosomia, 
the hypertrophy is either preceded by phlegmonous condi- 
tions with edema, etc., or by edema only, due to the para- 
lytic dilatation of the blood-vessels, as in the above case.^^ 
X-ray plates show that the bones of the hand on the 
affected side are slightly increased in size and are more 
opaque than in the healthy hand. There was a perma- 
nent dislocation of the carpometacarpal joint of the thumb 
which could not be reduced. The author thinks that the 
theory of special trophic nerves is based upon such in- 
complete evidence that he does not care to discuss it with 
reference to this case. He is inclined to think that the 
edema of the left upper extremity was caused by the para- 
lytic dilatation of the blood-vessels which occurred as a 
result of a probable hemorrhage in a probable area of 
gliosis at the base of the left anterior horn throughout 
the first cervical to the sixth dorsal segments. The present 
hypertrophy is probably the result of a disturbance of 
tissue tendons brought about by the edema. This is one 
of the newer physiologic explanations of tissue hyper- 
trophy. 

Multiple Sclerosis. 

Dia^osis. That multiple sclerosis may appear under 
the clinical picture of transverse myelitis is witnessed by 
P. Morawitz,^ who has studied 2 cases, one with autopsy. 
He thinks that in most cases an exact diagnosis may not 
be possible, although the history of the case may throw 
some light upon it. He says that, if a considerable time 
before the beginning of the symptoms of transverse mye- 
litis there were paresthesias, slight pereses, fleeting disturb- 

(1) MUncbener med. Wochenschrift, Nov. 7, 1905. 
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ances of the bladder or slight hemiplegias quickly recov- 
ered from, especially if these occurred in a young person, 
one must think of multiple sclerosis as a possibilify. 

Multiple Solerosis and Trauma. The relationship be- 
tween trauma and multiple sclerosis is the subject of a 
paper by E. Grossmann.^ This author says that while 
we cannot with certainty state that trauma is entirely 
incapable of causing multiple sclerosis, yet the fact re- 
mains that the instances reported in which this disease 
is supposed to follow an accident are open to critical sus- 
picion. He himself cites a case in which a patient fell a 
distance of some twelve feet and lay for some time uncon- 
scious. Previous to this time he had Been, so far as he 
knew, perfectly well, had been engaged daily in severe 
labor, and his fellow-workman had noticed nothing pe- 
culiar about him. Two days after the injury he sought 
the clinic on account of difficulty in locomotion and head- 
ache. Examination then showed typical signs of a fully 
developed multiple sclerosis with double optic atrophy, 
intentional tremor, nystagmus, and imperative laughter, 
From this time forward the disease progressed rapidly 
and the patient was thoroughly incapacitated for work. 

The special points that the author makes are: First, 
that, from an anatomic standpoint, multiple sclerosis may 
be well along its course and yet the patient may be un- 
aware of his condition and, indeed, may be capable of 
performing heavy work. In other words, as in his case, 
capacity for labor and soundness of the nervous system 
are not identical conceptions. Second, as in this case, a 
trauma may be a sudden and very important influence in 
determining the development of the symptomatology of an 
already existing multiple sclerosis. 

Pseudo-sclerosis. A contribution to the subject of 
pseudo-sclerosis has been made by Potts and Spiller.^ The 
patient was a negro, in whom symptoms resembling those 
of multiple sclerosis appeared first at the advanced age of 
63 years. Marked mental changes did not occur until six 
years later. There was an absence of pronounced speech 
disturbances, of nystagmus, and of great increase in the 

(1) Deutsche med. Wochenschrift, Oct. 12, 1905. 

(2) Jour. Amer. Med. Assoc, Nov. 11, 1905. 
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knee-jerks. The Argyll-Eobertson pupil was present. At 
the autopsy and microscopical examination the principal 
findings were simply those of great firmness of the brain 
and cord. The ordinary staining methods showed but very 
slight evidences of degeneration. 

The authors bring this case forward to demonstrate 
that sharp distinctions between so-called pseudo-sclerosis 
and diffuse sclerosis are quite impossible whether by means 
of the symptoms or the pathologic findings. They are 
inclined to think that their case is simply a transitional 
one from a pathologic standpoint. The difference between 
the pseudo and the diffuse forms is simply one of degree. 

Miscellaneous Spinal Diseases. 

Syphilitic Progessive Huscnlar Atrophy. A case of 
muscular atrophy of the Aran-Duchenne type on a syph- 
ilitic basis is reported by Lannois and Porot.^ The syph- 
ilitic nature of the case was well established by other 
lesions, the remains of cutaneous gummata, etc. The 
authors have had the opportunity of examining post- 
mortem another case which was reported in 1899. Clin- 
ically it was a case marked in its inception by nerve- 
deafness, then by pains in the left ulnar region, succeeded 
by rapid atrophy of the Aran-Duchenne type. Towards 
the end the thigh muscles had begun to atrophy. The 
pathologic lesion was essentially a pachymeningitis, very 
evident on cross-section, occupying particularly the area 
of the cervical enlargement. The anterior spinal nerve 
roots were imbedded in fibrous tissue and hypertrophied 
by connected tissue which penetrated them. The cord was 
fiattened and somewhat deformed; the anterior horns, 
being pressed upon, had lost their motor cells for the most 
part, and those which remained showed varying degrees of 
degeneration. Finally there were, especially in the gray 
substance, small spots of disintegration, undoubtedly 
caused by disturbances of the blood and lymph circulation. 
The same pathologic picture has also been described by 
Eaymond and others. This finding, that progressive mus- 
cular atrophy of the Aran-Duchenne type may sometimes 
be due to syphilis, has naturally a very great bearing on 

(1) Lyon Medical, Feb. 18, 1906. 
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therapeutics, since cases have been seen in which there has 
been amelioration or even cure. 

Primary Xyelomalacia. Remarking that primary soft- 
ening of the cord is not clinically recognized in the same 
sense that encephalomalacia is, M. G. Schlapp^ reports a 
case with a group of symptoms sufficiently characteristic 
to warrant the diagnosis of myelomalacia, which the patho- 
logic examination proved to be correct. The patient's his- 
tory was that of a man exposed to the vicissitudes of out- 
door life in the mountains, who about a year before his 
final illness had had a severe attack of what was probably 
malaria. Six months later he injured one testicle, which 
was removed four months after the injury. A month 
later he began to feel pain extending along his spine from 
the lumbar to the cervical region, and this continued until 
his death. Three weeks after the pain began he felt very 
ill, vomited and experienced a numbness in his legs. Ex- 
amination a few days afterward showed exaggerated ten- 
don-reflexes, ankle-clonus and the Babinski reflex. The 
legs were weak, but there was no paralysis. General sensa- 
tion was diminished in both feet and in the region about 
the arms, but there was no anesthesia. The temperature 
was normal. The patient grew rapidly worse, paralysis 
ensuing, anesthesia gradually extending upward and severe 
pain continuing. The symptoms pointed to an ascending 
lesion involving all the structures of the cord and grad- 
ually destroying all the spinal functions. In this way it 
differed from Landry's paralysis* Death was due to paral- 
ysis of the respiratory muscles. The most striking fea- 
tures of the histologic examination were the extensive 
thromboses of the vessels of the cord, pia and nerve roots. 
Numerous hemorrhages were seen throughout the cord, 
with widespread necrosis. There was a comparative ab- 
sence of exudation, corresponding to the afebrile course 
of the disease. The cause of the progressive marantic 
thrombosis can only be conjectured. 

Caisson Disease. A study of caisson disease appears 
by G. W. F. MacNaughton,^ who opposes the old theories 
of its pathogenesis with the exception of the theory as to 



(1) New York Medical JourDal, April 7, 1906. 

(2) Lancet, Aug. 18, 1906. 



DISEASES OF SPINAL COED. 199 

the influence of changes in circulation. In confirmation 
of this last factor he says that the hard work done tends 
to increase the blood in the visceral vessels and the cerebro- 
spinal axis, while the pressure of extra atmospheres upon 
the body surface still further heightens the tension in 
deeper tissues; and though the amount of fluid is not 
much increased in the cranial cavity by virtue of its being 
always well filled, in the spinal cord the case is different. 
There the thin-walled ventricles can readily become dis- 
tended, and this, with the increased tension, leads to local 
rise of acidity, which means stimulus towards easy dis- 
charge of cell-energy. 

The new idea brought forward by this author is that 
caisson atmosphere as ordinarily engendered is . charged 
with electricity carried by the droplets of watery vapor, 
and that the electric potential of a moderate-sized caisson 
may be compared in amount with that of a flash of light- 
ning. The worker ^^accumulates upon the body surface 
electricity which, either by directly permeating the tissues, 
reaches, amongst others, the nerve-centers, or, by acting 
upon the peripheral nerve filaments or muscle end-plates, 
stimulates these centers from the afferent side. The nerve- 
cells are thrown into excess of activity, the typical dis- 
charges of a purposeless motor and sensory nature, 'the 
bends,' or otherwise the individual becoming polarized in 
the caisson.^' The reason that the flexors are apparently 
more specially affected is because of their well-known 
higher organization and consequent more ready response 
to stimulus. 

The air at sea- or river-side workings is obviously con- 
stantly humid, and this humidity, added to the heightened 
air pressure, gives to the air in the caisson great conduct- 
ing power. The electricity itself is chiefly generated by 
the friction of the air, which in the process of compression, 
cooling and delivery to the caissons is propelled along 
through many feet of metal tubing. 

MacNaughton tested those exposed, workers and non- 
workers, by galvanometer and electroscope, both before 
and an hour after being in the caisson, and always found 
great differences in the electric reaction. The reason why 
ponies working in the caisson do not have the bends is 
because their hairy coats act as non-conductors of elec- 
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tricity. The gross lesions observed in fatal eases of cais- 
son disease the author thinks are due to the other factor, 
of over-distension of the vessels in the spinal axis, as 
already mentioned; but there is great resemblance be- 
tween symptoms of non-fatal cases of lightning stroke 
and caisson disease, due to the changes which follow a too 
rapid decompression after long exposure in the caisson. 

Therapy: A lock for medical recompression is logical, 
otherwise sedatives and analgesics, such as cannabis indica, 
salicylates, etc., are indicated. Prophylaxis to a consider- 
able extent may be carried out by having perfectly dry 
air enter from compression apparatus, or, since this is 
irritating to the lungs and mucous membranes, there 
should be a definitely regulated small amount of moisture 
generated in the caisson itself, to avoid the access of fric- 
tional electricity. 

Hill and Greenwood^ undertook experiments on them- 
selves and went into a caisson cylinder with a final pres- 
sure of 75 and 90 pounds, which equals a water depth of 
210 feet. Neither suffered any bad after-results. Even 
in the cylinder all distinct sensations of pressure in the 
ears were relieved when the pump was stopped and the 
pressure remained constant. Their conclusions were that 
caisson work up to 7 atmospheres is quite safe for an adult 
if he is very gradually decompressed. The blame for dis- 
ease or death, they say, should be thrown upon the negli- 
gent contractor. 

Tumors of the Cord. 

Two cases of highly successful diagnosis and operation 
on tumors of the spinal cord are reported by Oppenheim 
and Borchardt.^ The first case presented partial atrophic 
paralysis, radicular in character, anesthesia over a similar 
area, and Brown-Sequard^s symptom-complex in the lower 
extremities. The disease had progressed gradually, with 
pain, and had affected more and more territory". The 
motion of the head was rather difficult and painful, and 
pressure upon the sixth and seventh cervical vertebrae also 
caused pain. A diagnosis was made of an extramedullary 

(1) Lancet, June 30, 1906. 

(2) BerUner klin. Wochenschrift, June 25, 1906. 
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operation, and meanwhile her troubles progressed. Finally 
she consented, and the tumor, a fibroma, was rapidly re- 
moved, and not only was the patient's life thereby saved, 
but she has since made rapid strides towards the restitu- 
tion of the abrogated functions. 

tumor at the height of the seventh cervical segment. It 
took the patient a long time to make up her mind for an 
The second case, which has had almost as favorable an 
outcome, had its chief interest in the fact that the tumor 
was not situated as usual at the side of the cord, but was 
directly behind in the middle line. On account of its situ- 
ation, the tumor caused symptoms very similar to a com- 
bined lesion of the posterior and lateral columns. For 
the sake of showing the points in differential diagnosis in 
the case, and also for the sake of showing the method of 
a great master of neurology, one of Oppenheim's charac- 
teristically careful reports to the surgical clinic is worth 
translating. "In this patient there exists a disease of 
the spinal cord, the exact nature of which it is diflBcult 
to decide, and with which I have for some time busied 
myself. The principal symptom is pain in the legs and 
in the abdominal and lower thoracic and lumbar regions, 
which has gradually increased in intensity and extent, and 
is especially accentuated by coughing. Besides this there 
is a spastic-paretic condition of the legs, combined with 
motor ataxia. It is remarkable that in such an outspoken, 
spastic condition the Babinski and Oppenheim signs are 
lacking; but that is perhaps accounted for by the consid- 
erable involvement of the posterior columns. Further, 
there is found much disturbance of sensibility in both legs 
and upwards over the abdominal region. Some two or 
three finger-breadths under the nipples, sensation begins 
to be clearer. The vertebral column shows no character- 
istic deformity; however, there is a slight sensitiveness to 
pressure over the fourth and fifth dorsal vertebrae. From 
such peculiarities as the case presents it seems to me most 
probable that we have to deal here with a neoplasm of 
the middle dorsal cord in the neighborhood of the fifth 
dorsal vertebra. Much speaks for an extrameduUary endo- 
vertebral situation. While it is true that the existence 
of a pachymeningitis hypertrophica of this region cannot 
be entirely ruled out, yet the view that there is a tumor 
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present has much in its favor. I should advise an explora- 
tory laminectomy in the light of the progessive character 
of the disorder and the unusual amount of pain suffered." 



DISEASES OF PERIPHERAL NERVES. 

Neuralgia. 

Patholo^ of Neuralgia. The question as to whether 
neuralgia is a functional disease is discussed by A. Gor- 
don.^ He has studied nerves obtained at operation from 
patients who had suffered from neuralgia from three 
months to seven years. In each of the cases there was a 
peripheral nerve degeneration. He believes that this de- 
generation is very probably a primary condition which as a 
neuritis assumes an ascending course and involves sec- 
ondarily the Gasserian ganglion. In each of his cases he 
found changes in the blood-vessels. Arteriosclerosis changes 
were seen, as a rule, in patients of advanced age, but 
thickening of the adventitia was found even in a man of 
29. The degree of vascular change is not at all parallel 
with the degree of nerve degeneration; nevertheless, the 
latter was always in the immediate vicinity of an altered 
blood-vessel wall. Still, the author is not willing to com- 
mit himself to the verdict that the relation between degen- 
erated blood-vessel and degenerated nerve is one of cause 
and effect. From his studies he concludes that it is quite 
impossible to draw the distinction between neuritis and 
neuralgia, because accumulated facts show an anatomic 
basis for the latter affection. Therefore he considers it 
highly important to remove surgically a nerve affected 
with neuralgia after a short trial with medical treatment 
is given. 

Alcohol Injections for Neuralgia. A report on deep 
alcohol injections of nerves for the treatment of neuralgia 
is made by F. Oswalt,^ who for years has been making a 
study of this subject. By the use of his present method, 
which was exhibited at the Lisbon Congress, the author 
states that he has been able to obtain perfect results on 90 

(1) New York Med. Jour., July 21, 1906. 
1906^ Berliner kiln. Wochenschrift, Jan. 1, 1906, and Lancet. June 
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per cent, of the 60 eases of trifacial neuralgia he has oper- 
ated on. 

Judging by his description, this minor operation re- 
quires considerable skill and perfect knowledge of the 
anatomy of the parts involved. For complete details the 
reader must go to Ostwalt's article ; here we can only give 
the general scheme. He uses for injection a sixth of a 
grain of cocain or stovain dissolved in a dram 
of 80 per cent, alcohol. He injects the needle through the 
mucous membrane of the mouth, just back of the wisdom 
tooth and dextrously proceeds to find the external ptery- 
goid plate, along which he slides the needle until it arrives 
at the foramen ovale, which he knows he has reached as , 
soon as he fails to find the resistance of bone in the 
corner between the infratemporal surface of the great 
wing of the sphenoid bone and the pterygoid plate. Here 
he injects from one-third to two-thirds of a dram of his 
solution into the inferior maxillary nerve. Making a few 
more dextrous turns, he finds the foramen rotundum and 
the trunk of the superior maxillary nerve ; or, if necessary, 
he can reach the posterior lower end of the sphenoidal 
fissure, just at the place where the ophthalmic division of 
the fifth nerve passes from the middle cranial fossa to the 
orbit. Ostwalt's procedure in thus reaching and identify- 
ing these spots is necessarily a matter of great skill. 

The alcohol injections produce a degenerative process 
in the nerve, but it always recovers its normal state and 
function after a period varying from a few hours to some 
weeks. A single puncture will seldom be sufficient to cure 
the neuralgia; three or four or sometimes even more 
sittings are needed to remove the pain. As a rule, great 
relief is immediately experienced after the first injection. 
Ostwalt waits five to seven days between two injections at 
the same place, since this allows the edematous swelling 
which follows the injection to disappear. Ostwalt's cures 
are all the more remarkable from the fact that many of 
his patients had been suflEering martyrdom for a number 
of years, and most of them had undergone varying meth- 
ods of treatment without success. The general health of 
many had suflEered, and the effect of the freedom from 
pain upon their looks and weight has been remarkable. 
In regard to relapses, Ostwalt says that they occur in one- 
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third of all cases, and then, as a rule, about five months 
after the first treatment. He points out that this is less 
than the percentage of relapses which follow neurectomies. 
Recent statistics of the skillful operator Krause show that 
only 11 of his 55 neurectomies remained free from recur- 
rence. Ostwalt says that in his cases the relapses are 
usually much less severe than the original neuralgia, and 
are promptly relieved by one or more injections. 

In the treatment of clonic spasms of the facial muscles, 
such as the so-called histrionic spasm, Schlosser and Ost- 
walt have found these injections of great value. It seems 
that the pathologic irritation of the nerve is subjugated 
without producing any paralysis of the facial muscles. 
This corresponds to the fact that the function of the 
sensory nerves is also not destroyed by the injection, at 
least for any length of time. 

The author in the two years that he has been using the 
method has already treated a considerable number of cases 
of ^^sciatica, often even of the most rebellious chronic 
kind. One, two, or three injections, as a rule, of alcohol 
solution made upon the trunk of the peroneal nerve (under 
the head of the fibula), or of the external saphenous nerve 
(at the calf), or upon the trunk of the sciatic nerve (at 
the thigh just underneath the gluteal fold, or, if that 
does not yet suffice, in the great sciatic notch) cure the 
neuralgia in the immense majority of cases very rapidly. 
As in the case of trigeminal injections, pain is generally 
relieved even during the injection, and it is in the same 
way replaced by a not painful sensation of formication 
and temporary torpor of the member." 

Treatment of Sciatica. In an article on the treatment 
of sciatica, W. M. Leszynsky,^ besides the better known 
■ therapeutic measures, offers the following points : It is 
important in all cases to keep the lower bowels free from 
accumulation, for mechanical reasons as well as for the 
elimination of toxic intestinal products. In his experi- 
ence, massage, with the greatest delicacy of manipulation, 
very often relieves the patient greatly when applied after 
the most severe symptoms have passed. Superficial linear 
cauterization with the Paquelin cautery is often remarka- 

(1) Medical Record, Sept. 9, 1905. 
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bly eflBcacious in relieving acute pain. In the subacute 
or chronic forms, daily massage with passive movements 
and regulated systematic exercises, together with occa- 
sional passive extension of the limb for the purpose of pro- 
ducing moderate stretching of the nerve, are among the 
most reliable means of treatment. He also advocates vari- 
ous hydrotherapeutic measures. A certain percentage of 
the cases that go to the surgeon have not been helped pre- 
viously, it seems to the author, because they have not been 
thoroughly and systematically treated. His opinion of 
both the bloodless stretching of the nerve and of the cut- 
ting operation seems to be that they are somewhat dan- 
gerous and usually ineflScacious. 

Facial Paralysis. 

Bilateral Facial Paralysis. F. W. Langdon^ reports a 
case of bilateral facial paralysis with sensory and reflex 
changes possibly due to influenza. A few days after a 
patient arose from bed from a supposed influenzal attack, 
both of his facial nerves became affected and all branches 
were paralyzed. Taste was absent on the right side and 
uncertain on the left. The knee-jerks were completely 
absent. Improvement quickly set in and the patient was 
in charge of his business again in two months, with prac- . 
tically complete facial recovery three months later. 

Surgical Treatment of Facial Paralysis. The results of 
7 carefully studied patients with facial paralysis, on whom 
the facio-hypoglossal anastomosis was performed, are re- 
ported by A. S. Taylor and L. P. Clark,^ and are of much 
interest to neurologists. The immediate results were : A 
' well-marked paralysis of the. hypoglossal nerve in three 

' cases, with disturbed phonation and deglutition. In the 

t' other four cases the evidence of hypoglossal damage was 

t very slight and showed only by the least deviation of the 

i protruded tongue to the paralyzed side. The remote re- 

j suits were: A moderate hemiatrophy of the tongue in 

t 3 cases, though in each case the power to move the tongue 

t in all directions returned. In 2 cases after three months 

^ and in 1 case after two months there appeared some 

^ (1) Jour. Amer. Med. Assoc, Jan. 21, 1906. 

(2) Jour. Amer. Med. Assoc, March 24, 1906. 
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atrophy of the tongue on the paralyzed side, but without 
loss of voluntary control or sensible inconvenience to the 
patient. 

Satisfactory voluntary motion has returned in 3 cases. 
In one of these, almost hopeless at the time of operation, it 
has taken faithful attention to the details of after-treat- 
ment for twenty-five months. A fourth case at the end of 
five months was showing beginning return of power, al- 
though facial paralysis had existed for twelve years. An- 
other case had not known any return of voluntary power 
at the end of ten months. The first effect after anasto- 
mosis is that the patient notices in from three to six weeks 
that the paralyzed side feels more comfortable and that 
lacrimation is less annoying. In from three to five months 
almost perfect symmetry in repose obtains. Voluntary 
motion first begins in from five to eight months, and the 
improvement may continue over a long period. The 
authors insist on the value of after-treatment, the sys- 
tematic use of massage and electricity and, most impor- 
tant, the strong stimulus to degeneration of sutured nerves 
which lies in the transmission of volitional impulses from 
the cortical centers. The authors are conservatively in- 
clined in regard to operation and think that at least a 
year should be allowed usually for spontaneous recovery 
in facial palsy before surgery is considered. 

Peripheral Neuritis. 

Multiple Motor Neuritis. Under the head of multiple 
motor neuritis, W. G. Spiller and W. T. Longcope^ de- 
scribe 4 cases of rapidly developing paralysis of all four 
limbs, an uncommon affection. They believe that many 
cases called Landry's paralysis are really cases of multiple 
motor neuritis. Following Edinger, these authors believe 
that the cause for the first manifestations appearing in the 
legs is that the nerves of the leg are those most used, and 
therefore most susceptible. 

One case (a) had sensory symptoms, pains in the calves 
and shoulders, of short duration, and inside of thirty-six 
hours there was paralysis of all four extremities. After 
several months the patient had regained a small amount 

(1) Medical Record, July 21, 1906. 
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of voluntary motion. Sensory symptoms in another case 
(b) were not very pronounced. The patient woke up 
paralyzed in arms and legs, and died in four days. The 
autopsy, including macroscopic and microscopic examina- 
tions of cord and brain, showed nothing; and there had 
been no fever. In still another (c) there were no sensory 
symptoms, but in two days there was complete paralysis, 
without fever, and death followed in eight days. The cord 
was normal on macroscopic examination. There was slight 
but distinct degeneration of the internal plantar and of 
one other nerve, with extensive changes in the anterior 
horn cells of the lumbar region. This case is remarkable 
because the recent degeneration of muscles as shown by 
Marchi's method was intense and out of proportion to 
alteration of the nerve-cells of the anterior horn, and even 
to the degeneration of the nerves. These 3 cases are all 
closely alike in the rapid development of motor symp- 
toms. Cases (a) and (b) had slight sensory symptoms 
which would by ordinary definition rule them out of Lan- 
dry's symptom-complex; but they certainly all belong to- 
gether on the same pathologic basis. There is much con- 
fusion as to what really constitutes Landry's paralysis, but 
it should be remembered that sensory symptoms were not 
excluded by Landry himself. Spiller and Longcope prefer 
to group them all together and call them multiple motor 
neuritis. 

Gonorrheal Neuritis. Bernhardt^ reports a case of 
mononeuritis, an isolated paralysis of the right musculo- 
cutaneous nerve, following gonorrhea. A couple of months 
after a second severe attack of gonorrhea, the trouble in 
the arm began with pain. Along the radical side of the 
arm there gradually developed a feeling of deadness, al- 
though the objective findings all along had merely been 
those of slightly lessened sensibility. The biceps and the 
brachialis anticus muscles have gradually wasted away 
and so atrophied that there was no longer any response to 
electricity. The author thinks that perhaps the patient's 
occupation as waiter accounts for this particular muscle 
region being affected. Bernhardt believes this to be a 
unique case, inasmuch as here is a case of neuritis of 



(1) Berliner kUn. Wochenschrift, Aug. 28, 1905. 



208 NERVOUS DISEASES. 

infectious origin which did not aflfect the lower extremi- 
ties, as is usual, which is independent of any changes in 
the joint, and which also did not affect any large group 
of muscles. 

Alooholio Multiple Veuritis. A detailed study of 10 
cases of alcoholic multiple neuritis appears by C. W. Burr.^ 
We may mention a few of his points. The different cases 
for diagnosis are those in which the neuritis being ad- 
mitted, the question is, is the cord involved ? ^^The surest 
sign of such involvement is incontinence of the bladder 
and rectum. Pseudo-incontinence may result from lack 
of attention on the patient's part from delirium, stupor, 
or dementia, but true incontinence almost surely proves 
spinal cord disease. Very rarely neuritis of the pelvic 
nerves may cause it. Slight changes in the spinal cord 
are common in cases of neuritis in which the inflammation 
has not been confined to the peripheral distribution of the 
nerves but has extended upward. Such changes, however, 
do not cause any new symptoms. Acute neuritis is un- 
common among young drunkards and seems to require 
disease of the stomach or liver for its development. "It 
is most likely not a direct poisoning of the nerves by 
alcohol, but the alcohol probably so alters the chemical 
processes of digestion as to produce poisons within the 
body which in turn act upon the nerves." There is "al- 
ways a longer or shorter prodromal period characterized 
by slight muscular pain, nerve tenderness, paresthesia and 
muscular cramp, usually affecting the calves at night, and 
very rarely appearing in the forearms. As a rule, too, 
there are marked symptoms of digestive trouble, a coated 
tongue and foul breath, anorexia, constipation, and even 
vomiting." Almost every case of acute neuritis presents 
some mental symptom. 

Burr speaks of a rarer form, a chronic alcoholic neuri- 
tis, the symptonas of which may persist for years. These 
patients may have merely nerve tenderness and muscle 
pain, or they may have shooting pains and paresis with 
a pseudo-ataxic gait. Numbness and paresthesia may be 
complained of. Gastric attacks of alcoholic gastritis may 
simulate the crises of locomotor ataxia. In fact, some of 
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the cases of alleged tabes dorsalis cured by various meas- 
ures have been nothing but chronic alcoholic neuritis. A 
complete examination will diflEerentiate these two diseases, 
one of the main points for which is the discovery of the 
Argyll-Eobinson pupil, which is never caused by alcohol 
alone. 

Arsenical Neuritis. A hitherto unreported origin of 
arsenical neuritis is given by F. Conzen.^ The patient 
sewed furs and was accustomed to dipping her fingers in 
a solution of arsenic while handling the fur. After about 
eight weeks of this work, she noticed that the fingers 
often became numb and, when cold, looked as if they were 
dead. Upon examination it was found that the fingers 
were cyanotic and that the skin was smooth and shining. 
In the nails appeared deep furrows. Sharp pain was 
aroused by presssure on the fingers. The tactile sensi- 
bility was normal, but there was distinct hyperalgesia of 
the tips. Both hands sweated very readily. Several of 
the intrinsic muscles of the hand showed the reaction of 
degeneration. The peculiarity of the case lies in the man- 
ner in which the poison found entrance and the peculiar 
limitation of its effect. There were no other evidences 
whatever of arsenical poisoning, and the patient was other- 
wise strong and healthy. It appears that we must thus 
take account of the action of arsenic which may penetrate 
through an unbroken skin. 

Severe Multiple Neuritis from Infectious Disease. 

A remarkable case of widespread motor paralysis, due to 
multiple, symmetrical, peripheral neuritis following an 
unusually mild attack of scarlet fever, is reported by F. 
W. Price.2 The patient was admitted to the hospital with 
practically complete loss of power in the legs and some 
paresis in the arms. It was said that she had suffered 
from an attack of "influenza" two months before admis- 
sion, and that she had had sore throat followed by peeling 
of the skin. The motor difficulty began eleven years before 
admission and gradually increased. The diagnosis was in 
doubt at first as between peripheral neuritis and infantile 
sclerosis, but subsequent progress cleared the question up. 



(1) Neurolog. Centralblatt, No. 1, 1906. 

(2) British Medical Journal, April 21, 1906. 
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There were paresthesia and hyperesthesia in various parts 
of the body. The deep reflexes and the palatal reflex were 
abolished. There was complete reaction of degeneration 
in the musculature of both legs. For a short period there 
was an acute nephritis. At one time the movements of 
tlie diaphragm were feeble and there was paresis on both 
sides of the face to the extent that the patient was unable 
completely to close her eyes. In a little over three months 
improvement was such that the patient left the hospital, 
walking fairly well, although the knee-jerks were still 
absent. 

Peripheral Nerve Disturbanoes in Angina Pectoris. 

A case of complete anesthesia and analgesia in the area 
supplied by the radial and median nerves in the hand, as 
the evident result of angina pectoris, is reported by G. A. 
Gibson.^ The patient complained of constant pain in the 
back down to the ninth intercostal space and over the 
left shoulder to the clavicle. There was also extensive 
atrophy of muscles in the left arm. The pain in angina 
pectoris being felt as if it were in the arm and shoulder 
is evidence of the correctness of Head's results investigat- 
ing visceral sensations, which, through the afferent sym- 
pathetic nerves, are conveyed to the cord and cerebrum, 
where they are wrongly interpreted. The wasting of mus- 
cles is due to the morbid afferent impulses, as in arthritic 
muscular atrophy. Eaymond has shown that this may be 
prevented experimentally by division of the posterior 
spinal roots. The proof of the etiology of the sensory 
symptoms seems to be shown by the treatment, for after 
several months of potassic iodid and amyl nitrit the 
anesthetic conditions entirely disappeared, although the 
pain complained of was not quite gone. 

Crutch Paralysis. A case of crutch paralysis has been 
studied by F. Soca^ under advantageous clinical condi- 
tions, and he arrives at a new idea of its origin. A soldier 
wounded in the leg served afterwards in the medical de- 
partment of the army and went about his duties on 
crutches. After some days he developed hyperesthesia of 
the arms and finally paralysis in the distribution of the 
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musculospiral nerve with paresis in the other regions of 
the brachial plexus supply. The author says that mere 
compression is not sufficient to cause any such lesion as 
this, except in that it may explain to some extent the 
involvement of the musculospiral. There was no paralysis 
of the plexus itself, nor of its branches, but, on the con- 
trary, the distribution of the symptoms shows the lesion 
to be radicular. The real causal mechanism is traction 
on the roots going to make up the brachial plexus. 

Brachial Birth Palsy. Among the considerable number 
of subjects which have been studied together by neurolo- 
gists and surgeons, and reported in this last year, is 
brachial birth palsy, which is discussed in a long and prac- 
tical article by Clark, Taylor and Prout. These authors 
assert that their research embodies new facts in the etiol- 
ogy, pathology and treatment of the laceration type of 
birth palsy. They summarize their conclusions mainly as 
follows : 

1. The cause of the laceration type of birth palsy is 
tension on the nerve trunk, which first ruptures the nerve 
sheath and then the nerve fibers. The prevention of this 
serious lesion of the cervical nerve trunk rests with the 
obstetrician, who should not overstretch the child's neck 
in the process of delivery. 2. The persistence of the palsy 
is clearly explained by the pathologic findings, viz: (a) 
Rupture of the perineural sheath with hemorrhage into its 
substance, resulting in the formation of hematomata or 
hematomatous infiltration into the neighboring tissues, 
(b) The cicatricial contraction following organization of 
the blood clot and repair of the rent in the perineural 
sheath. The connective tissue thus formed indents and 
presses upon the nerve bundles, strangulating them and 
preventing regeneration of the nerve fibers. 3. The nature 
of the lesion in all cases demands excision of the damaged 
areas and suture of the divided ends as soon as it is proven 
that spontaneous repair will not take place. The plan of 
treatment is then the same as that for peripheral nerve 
injuries elsewhere. 4. In all cases such treatment as will 
prevent contractures and deformities and maintain muscle 
tone in the paralyzed limb should be systematically used 
until either spontaneous recovery occurs or operation is 
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done. 6. The proper time for surgical interference is not 
yet definitely fixed. It appears, however, to be much later 
than two or three months after birth. At the present time 
one year would seem to be a reasonable delay for operation. 
While in most of the cases treated by these writers suffi- 
cient time has not elapsed to judge of results, yet in 2 
cases at the end of eighteen months the improvement in 
nutrition, range of motion, and muscle power in the 
paralyzed limb have been sufficient to demonstrate the 
value of the operative procedure. 

MISCELLANEOUS. 
Acromegaly. 

Acromegaly with Cord Degenerations. A case of acro- 
megaly with a large tumor of the pituitary region, degen- 
eration of the optic nerves and non-systemic degenerations 
in the posterior columns of the cervical region of the cord 
is reported by A. M. Barrett.^ While it is possible to 
account for the degeneration of the optic nerves through 
the mechanical pressure of the tumor, it seems that the 
degenerations in the spinal cord were due to other causes. 
"Degenerations of the posterior columns of the spinal cord 
are frequently met with in tuirors of tie brain, and this 
might be used to explain the degeneration present in the 
above case. Against this is the fact that in analyzing 
some 48 cases of degenerations in the posterior columns 
associated with tumors of the brain, it was found that the 
degeneration either involved the region of the entering 
fibers of the posterior roots or that the degenerations were 
entirely different in their topography from those we have 
described.^' 

Acromegaly and Myxedema in One Family. Two most 
interesting cases, one of acromegaly and the other of 
myxedema in a brother and sister are reported by P. K. 
Pel.^ The father of the patients had syphilis many years 
previously and the mother had five miscarriages'. The 
girl was 22 years old, had always been well but was ver}' 
small, being only four feet in height and having the 

(1) American Jour, of Medical Sciences, Oct., 1905. 

(2) American Jour, of Medical Sciences, Feb.. 1906. 

(3) Berliner kiln. Wochenschrift, Oct. 30, 1905. 
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appearance of an eight-year-old child. She played with 
dolls and little children, she was unable to read or write, 
and had never menstruated. She showed no stigmata of 
acquired or hereditary syphilis. Her tongue was large, 
the skin dry, her hair dry and brittle. There was no pubic 




Mixcdema. 
Sister, 22 years old. 



Acromegaly. 
Brother 16 years old. 



hair and the breasts were not developed. From all this 
it was easy to make the diagnosis of congenital myxedema. 
The patient, treated with thyroid gland, soon showed 
improvement in both bodily appearance and mental 
activity. 

The brother was 16 years old, 6 years younger than his 
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little sister. He came to the clinic complaining of dizzi- 
ness brought on by a fall upon the head some one-and-a- 
half years previously. Up to the time that he was 13 years 
old the patient was normal in stature. After that he 
began to increase very rapidly in size, especially after his 
fall. His hands and feet became abnormally large. He 
was six feet five inches tall and weighed about 158 pounds. 
Without going into the details given by the /luthor, we 
may say that the picture presented was that of acromegaly 
with some traces of infantilism. 

This remarkable appearance of acromegaly and 
myxedema in brother and sister the author is inclined to 
attribute to the effects of syphilis in the family. In some 
instances syphilis may bring about constitutional peculiari- 
ties (Fournier has reported several cases of giantism upon 
a syphilitic basis) which may be said to be the result of 
hereditary parasyphilis. 

Acrocyanosis. 

Acrocyanosis with Hypertrophy. From Jendrassick's 
clinic is reported by Kollarit^ a case of acrocyanosis with 
enlargement of the soft parts of the extremities. In a 
65-year-old man cyanosis of the extremities had gradually 
taken place. The nose was swollen, the swollen tissue was 
elastic, the bones were normal. There was no disease of 
the inner organs which could account for any edema. The 
difference between the extremities in this disease and in 
acromegaly consists in the fact that here the bases of the 
fingers are larger than the points, while on the contrary 
in acromegaly the fingers are like sausages, equally thick 
all the way up. The hands in this case were violet in 
color, the skin became pale upon pressure, but did not 
entirely lose its color. The feet were of the same hue, did 
not retain finger marks after pressure and were very cold, 
as also were the hands. The skin of the face was bluish. 
The patient complained of paresthesias in the extremities, 
which became very disagreeable in cold weather. 

Following Cassirer, the author classifies this affection 
under the vasomotor trophic neuroses. Under this head- 
ing belong the three diseases, acroparesthesia, erythro- 

(1) Deutsches Archiv fflr kiln. Med., March 12, 1906. 
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melalgia, and Eaynaud's disease. Since their etiology is 
common they shall be considered as one disease. This 
etiology is acknowledged by many authors to be the in- 
fluence of cold and particularly of damp cold. There 
must, of course, be also a predisposition towards the effects 
which may be brought out by exposure. In the author's 
case the influence of cold was undoubtedly the exciting 
cause. .The symptoms of the patient do not fit into any 
of the above-mentioned symptom-complexes, but are the 
nearest in agreement to Eaynaud's disease. 

Acroparesthesia. 

Etiology. The causation of acroparesthesia and meralgia . 
paresthetica is discussed by A. Pick.^ This author believes 
that for acroparesthesia there may be two or even three 
different pathological causes. The old idea that there was 
some morbid condition in the cord evidenced particularly 
by the radicular distribution of the symptoms has some- 
thing in its favor. The new researches by Head, as noted 
on page 108, possibly throw some light upon this subject. 
The acroparesthesia shows frequently so diffused a charac- 
ter and corresponds so well to Head's protopathic sensibil- 
ity that the symptoms may be caused by a disturbance in 
the distribution of the protopathic nerve system. Besides 
this the unit of the protopathic system is the posterior 
root which again corresponds with radicular distribution 
of the paresthesia. 

Pick has seen a case in which acroparesthesia in the last 
three fingers of both hands accompanied by cramp-like 
contraction of these fingers was found in a patient who 
suffered from severe hemicrania, attacks of priapism and 
meralgia paresthetica. Pick speaks of the vasomotor 
character of these disturbances and it confirms him in the 
view that acroparesthesia may be a vasomotor neurosis. 
There is little doubt, too, that this symptom may be 
caused by a local neuritis, and so the author speaks against 
the definite classification of the symptom under any special 
pathogenic heading. He finds the meralgia to bear a close 
analogy to paresthesia and suggests, particularly in the 

(1) Berliner kiln. Wochenschrlft, No. 23, 1906. 
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light of the above-mentioned case, that the two disorders 
may have the same pathologic basis. 

A case of meralgia paresthetica in a physician which 
had long resisted many forms of treatment finally yielded 
to treatment by hot air, according to J. Gotz.^ 

Myasthenia Gravis. 

Five cases of myasthenia gravis have been studied by 
E. F. Buzzard,^ all with the classical symptoms which 
gave the name asthenic bulbar palsy to the disease. This 
author asserts that the symptoms are not always confined 
to the motor system, but may include sensory and mental 
symptoms. In all probability the definite morbid anatomy 
of this disease consists of widely distributed cellular and 
sometimes serous exudations in various tissues and organs. 
Slight muscle fiber changes are frequent. Proliferative 
and degenerative changes in the thymus gland are present 
at times, but not constantly. The symptoms are best 
explained by assuming the presence of some toxic, possibly 
autotoxic agent, which has especial influence on the proto- 
plasmic constituent of voluntary muscle and a less special- 
ized influence on the function of other tissues. 

Periodic Paralysis. 

A careful study of the rare disease known as periodic 
paralysis is given by G. E. Holtzapple,^ who has for 
twenty-two years had under observation a numerous family 
suffering from this affection. This most interesting family 
consists of four generations as seen by. Holtzapple, and 
many members of it have been subject either to periodic 
paralysis or to headaches which much resemble ordinary 
hemicrania, or to both. Seventeen of the family have had 
periodic paralysis and eighteen members have had sick 
headache. Five have been subject to both. The total 
number affected with either paralysis or headache is thirty- 
two. The parents of the first generation were healthy and 
well except that the husband had periodic sick headaches. 
In the three succeeding generations paralytic attacks 

(1) Prager med. Wochenschrlft, June 29, 1905. 

(2) Brain, CXI, 1905. 

(3) Jour. Amer. Med. Assoc, Oct. 21, 1905. 
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developed. Six members of the family have died during 
attacks, one of them in the presence of Holtzapple. As 
described in Taylor's extended article on this subject/ so 
also Holtzapple's patients suffer from a periodic flaccid 
motor paralysis involving all the voluntary muscles except 
those of the face, eyes, tongue, larynx, pharynx and the 
sphincters. The paralysis may be partial or complete, 
localized or general, or partial at first and complete later. 
There are no sensory symptoms except sometimes numb- 
ness, a sense of heaviness and of fatigue. Some can pre- 
dict an impending attack and others can not. The attacks 
may be periodic for a time and at short intervals in young 
adults, but frequently later in life they are at longer and 
irregular intervals. During an attack the mind remains 
perfectly clear. Most of the members of the family began 
to have attacks at the age of puberty, but some began as 
early as the eighth or ninth year. The duration of an 
attack may be a few hours or 1, 2 and, in rare instances, 3 
full days. "Improvement may be very rapid and of short 
duration, or it may require three or four hours, or even 
a half day. Improvement is sometimes interrupted by a 
recurrence of complete paralysis. This is not frequent. 
It is nothing uncommon for one of these patients to be as 
helpless as a log at 7 a. m. and at 11 a. m. be engaged in 
doing a hard day's work, not feeling the slightest incon- 
venience from having been completely paralyzed a few 
hours before." 

On account of inability to cough, mucus collecting in 
the throat may seriously embarrass breathing. The case 
»rhich Holtzapple saw die was a young man of 27 who had 
had occasional attacks for ten years. His last attack had 
continued from Saturday night until Monday morning, 
when the doctor was called to relieve him of the accumula- 
tion of mucus which had embarrassed his breathing. He 
was found cyanosed, breathing with difficulty, with very 
irregular pulse and the physical signs of cardiac dilatation. 
In half an hour he had passed away. 

No findings ever published have even suggested the 
explanation of this curious disease. Holtzapple did con- 
siderable work on the urine, but found nothing further 



(1) Jour, of Nervous and Mental Diseases, Sept. and Oct., 1838. 
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than that there was in the patients included in the 
paralytic group a lessened output of urea. This author 
inclines decidedly to the view that the disease is caused 
by a vasomotor spasm of the anterior spinal artery which 
would, of course, shut oflE the blood-supply and prevent 
the functioning of the motor cells in the anterior horns 
of the cord. In 2 of the cases late in life there occurred a 
slow, progressive paralysis which Holtzapple believes to be 
due to a slow degeneration of the anterior horns, caused 
by the frequent interruption of nutrition. Thus far no 
autopsy has been obtainable from this family. 

For twenty years Holtzapple has been prescribing bro- 
mide in half dram doses repeated in one or two hours. 
This has seemed to give relief while it did not cure. The 
various patients believed it to have a decided abortive 
influence and when taken during a paroxysm it hastens 
improvement. Prophylaxis seems important with some, 
since attacks are particularly apt to come on after eating 
rich, heavy food. 

Arteriosclerosis and the Nervous System. 

A long and careful clinical study of the interesting rela- 
tionship between arteriosclerosis and disease of the nervous 
system has been undertaken by J. Collins.^ The impor- 
tance of this subject has been steadily growing in the 
minds of neurologists until it seems that in the diagnosis, 
prognosis and treatment of nearly every chronic nervous 
disease, functional and organic, the question of the exist- 
ence of arteriosclerosis must be dealt with. "Within the 
present generation arteriosclerosis has advanced from the 
position of a senile manifestation and a necessary accom- 
paniment of old age, which our predecessors had given it, 
to one of the commonest sequences of the strenuous, dis- 
ordered life. There can be no doubt that it occurs much 
oftener now than it did formerly. * * * The fact that 
we are more alert to its existence and utilize methods of 
precision for its recognition formerly unknown, does not 
account for the frequency with which we encounter it to- 
day.^^ Collins' study is based upon 800 cases in which the 
diagnosis of arteriosclerosis was definitely made, taken 

(1) New York Med. Jour., June 9, 16, 23, 1906. 
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from the records of 10,000 consecutive cases of nervous 
disease and it may have existed in many others. 

"Arteriosclerosis may cause: (1) Diseases of the ner- 
vous system that are well defined clinical entities, and are 
therefore described as definite diseases; (2) it may super- 
impose definite or indefinite symptoms upon any disease, 
incidentally altering the clinical feature of the disease; 
(3) it may give rise to symptoms which are so disparate 
that it is difficult to group them under any one heading 
whence they are therefore often considered to be functional, 
neurasthenic, or hysterical; and (4) it may cause symptoms 
almost identical with those of well known diseases." The 
desirability of early diagnosis in arteriosclerosis "is the 
greater because of what would seem to be the fact that in 
its incipiency the pathological process may be checked. 
The difficulties of early diagnosis are very great and regret- 
ably, the diagnosis must 'still often be empirical. Vessels 
susceptible of examination, manual or instrumental, may 
be free from perceptible sclerosis while others inaccessible 
are well advanced in the process which is productive of 
symptoms." 

In the 800 cases in which arteriosclerosis has been diag- 
nosed there were 306 patients suffering from disorders of 
the nervous system directly attributable to this cause. The 
symptoms varied from slight vertigo to the profoundest 
dementia, and between these two extremes one might find 
almost any kind of subjective and objective disturbance, 
paralysis, aphasia, hemiamopsia, emotional upheavals, bul- 
bar, and spinal symptoms of every sort. 

Collins has observed many times a clinical form of 
cerebral arteriosclerosis heretofore inadequately described, 
and has studied the lesions after death. A fugitive occipital 
headache, slight dizziness, feeling of insecurity of station, 
impaired snap and vitality go to make up the picture. 
Sometimes there are early emotional manifestations: 
attacks of meaningless laughter, less often of crying, not 
coming on spasmodically as in multiple sclerosis and old 
apoplectic cases, but nevertheless like them by reason of 
having no attributable cause and being without emotional 
concomitant. 

"The most striking feature of the disease is the altera- 
tion of the patient's appearance. The individual becomes 
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transformed from a person expressing grace in movement 
and relaxation in repose, into an immobile, inanimate 
replica of the normal person. The immobilization gives a 
more or less characteristic attitude and gait/' which is 
remarkable. The stride is short, feet widely separated, 
often the patient runs better than he can walk. The knee- 
jerks are usually lively and in some cases Babinski's sign 
is present. Patients thus afflicted are often looked upon 
as hysterical or neurasthenic. Death may come from syn- 
cope, intracranial hemorrhage or from trifling intercurrent 
disease. Pathologic examination may show the brain nor- 
mal or shrunken. The vessels at the base may be athero- 
matous or not, and sometimes the only striking alterations 
are in middle cerebral arteries and their branches. Collins 
has had 15 cases with this symptom-complex and 5 
autopsies. 

"The chief manifestations that cerebral arteriosclerosis 
produces aside from this symptom-complex described are: 
(1) Insomnia and dysomnia; (2) headache and cephalic 
paresthesia; (3) vertigo; (4) the brain tumor symptom- 
complex; (5) the neurasthenic symptom-complex; (6) 
epilepsy, focal and general; (7) amnesia and dementia; 
and (8) apoplectic symptoms.^' 

Collins goes into details of the symptomatology too much 
at length to be quoted here, except that he notes the 
increasing frequency with which arteriosclerosis of the ner- 
vous system is being diagnosed by neurologists and the 
decreasing frequency with which they diagnose neuras- 
thenia. Among his 800 cases of arteriosclerosis, 107 pre- 
sented themselves with neurasthenic symptoms. Then, 
again, he says that of 1,200 cases in his practice, 107 
showed arterial' changes easily recognized, and in many 
other cases it was suspected from findings besides the 
neurasthenia. He does not, however, maintain that neu- 
rasthenia is necessarily caused by arteriosclerosis. 

Spinal arteriosclerosis has been studied microscopically 
in 6 cases by Collins. He says that it forms a fairly 
definite clinical picture. He cites a case of a man of 63 
years with a high grade peripheral arteriosclerosis who 
shortly after suffering from paresthesia in the legs and 
pains in the ankles began to grow weak in the legs. The 
sphincters became slightly affected, and the knee-jerks 
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almost lost. There was increasing inability to walk. Such 
a ease would perhaps a little later be often diagnosed as 
transverse or chronic myelitis. In one case the symptoms 
came on so rapidly that a diagnosis of Landry's paralysis 
had been made. 

Discussing etiology Collins insists that while arterio- 
sclerosis is a disease of maturity, its frequent occurrence 
before 40 must be remembered ; 228 of his 800 cases were 
under that age. 

Theory of Sleep. 

A novel hypothesis of the causation of sleep is offered 
by A. Salmon,^ who thinks that the older theories of a 
simple vasomotor or toxic etiology for sleep do not make 
the phenomenon at all understandable. It is much more 
comprehensible if we think of it as the result of internal 
secretions, and he from this standpoint undertakes a study 
of the relations between sleep and the functions of the 
pituitary gland. In the first place the following private 
observations are noted: (1) Somnolence is often caused 
by intracranial tumors, with or without acromegaly, which 
are characterized by glandular hypertrophy without degen- 
erative phenomena. (2) There is sleepiness during the 
initial stage of acromegaly, just at the time when there is 
general functional hyperactivity of the hypophysis. (3) 
Myxedematous conditions, such as prevail after thyreoid- 
ectomy, when there is nearly always hypertrophy of the 
pituitary gland, are accompanied by somnolence. (4) In 
the sleeping sickness there is often hypertrophy of this 
gland. Such affections as influenza may produce sleep and 
are ordinarily accompanied by congestion or inflammation 
of the pituitary gland. (5) In some acute intoxications 
sleep is a symptom, above all if the poison belong to the 
class which cause increased secretions; for instance, light 
poisoning by pilocarpin. (6) There is apt to be sleepiness 
in chronic autointoxications, hepatic, intestinal, etc., which 
produce experimentally a hypersecretion. (7) Obesity, 
which often has a pathologic condition of the pituitary 
gland for a cause, produces sleepiness. (8) Sleep is devel- 
oped in all maladies capable of producing hyperemia of 

(1) Beyue de Medicine, April, 1906. 
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the pituitary gland^ such as cerebral congestion, acute alco- 
holism, epilepsy. Then, too, Salmon asserts that the pitu- 
itary gland therapeutically administered causes somnolence 
in some cases and has, indeed, a favorable influence on 
insomnia. 

On the other hand, insomnia is caused by: (1) Tumors 
of hypophysis with or without acromegaly which are 
accompanied by grave degenerative lesions, above all in 
acromegalic cachexia in which the gland is generally 
destroyed. (2) In absence of the hypophysis. (3) In 
Basedow's disease, which probably owes its origin to initial 
intoxication by vitiated functioning of the pituitary gland, 
and in which some autopsies show this gland very hard 
and small. (4) In inanition and old age where the cell 
structure of hypophysis is diminished. (5) In lowering 
of blood-pressure and in neurasthenia, both leading to 
general hyposecretion. (6) In atropin intoxication, which 
is characterized by inhibition of secretion. (7) In emo- 
tional disturbances which also show secretory anomalies. 
Thus there are many considerations which permit one to 
hazard the hypothesis that physiological sleep is due essen- 
tially to the activity of an internal secretion of the pituitary 
gland. 

General Hypotrophy. 

A case of general physical hypotrophy H. Claude and 
P. Lejonne^ believe they have traced to an infectious 
origin. The patient under consideration was a woman of 
20 years who only weighed about 70 pounds and was fifty- 
five inches high. She was fairly well-developed, mentally 
normal and no deformity was found by the most thor- 
ough examination. Her family history was poor, her 
mother being prematurely senile and her father an alco- 
holic and probably tuberculous. Two brothers died of 
meningitis, probably tuberculous, in infancy. The patient 
came complaining of a weakness in walking which had 
been coming on gradually for a long time. Examination 
of the chest showed a mitral lesion of the heart and an area 
in one lung which was probably in an early tubercular 
stage. Examination of the blood showed a considerable 

(1) NouveHe Iconographie de la Salpfitrlfere, No. 2, 1906. 
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grade of anemia. In the legs there was slight spasticity 
and great exaggeration of the tendon reflexes and ankle- 
clonus. The Babinski sign was negative. Here, then, was 
a patient who, with a normal physical struction, had failed 
to attain anything like the average adult size. Besides 
this there was a motor difficulty of obscure origin, tho 
cause for which it is impossible to locate, whether it be 
in the cortex or lower. The fact of the patient's sus- 
piciously tuberculous antecedents and her own evident 
susceptibility to the bacillus tuberculosis, lead the authors 
to think in the absence of other plausible etiology that the 
patient's hypotrophy and locomotor difficulty are both part 
and parcel of the process which has prevented normal 
development of the motor nervous system. A light sclerosis 
of the cortical motor region may be conceived as causing 
all the trouble or, still better, one may think that it was 
the toxin of the bacillus tuberculosis which caused the 
under-development. The existence of the mitral lesion 
also lends color to this view in the light of the fact that 
several pathologists have described cases of fetal endo- 
carditis caused by the bacillus tuberculosis. 

Paralysis Aqitans. 

A thorough-going review of our present day knowledge 
of paralysis agitans is given by H. Oppenheim.^ For the 
purpose of making clear the diagnosis, the author describes 
in detail the various anomalous forms of Parkinson's dis- 
ease. These are to be found mentioned in the text books 
on nervous diseases, especially Oppenheim's, and we shall 
content ourselves with here giving his views as to prognosis 
and therapy. 

In regard to prognosis Oppenheim says that the expe- 
rience of the last few years, especially in private practice, 
has led him to modify the pessimistic opinion which he 
previously held in common with other neurologists. It is 
true that he has never seen a real case of cure in Park- 
inson's disease, but he has observed quite a large number 
in which the course of the disease appears benign, making 
very little or no progress, and he has seen another series 
of patients in which therapy succeeded in transforming a 

(1) Deutsche med. Wochenschrift, Oct. 26, 1906. 
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pitiable condition into a mild affection. As a few repre- 
sentatives of the benign type of paralysis agitans, he quotes 
some cases which have run all the way from eight to 
twelve years without getting worse and finally, as the most 
striking of all, he has under observation a man 77 years 
old, whose symptoms have lasted for forty years and who 
does not suffer any more today than he did thirty years 
previously. This patient belongs to the type in which the 
tremors are strongly pronounced, but the stiffness of the 
musculature is slight and so forms a striking example of 
the observation that this particular type may go on for 
years and decades without visible progression. 

Illustrating the types of cases influenced by therapy, the 
author cites some examples, in one of which, in the course 
of a few months, the patient so far recovered from a 
condition of almost complete helplessness that he was able 
to take long walks, to sleep well and to be free from 
tremor, except upon excitement. Before going into detail 
of the treatment, the author states that he wishes to be 
frank in saying that he has seen many patients in whom 
every measure tried has utterly failed and that he thinks 
the real curative agent is yet to be found. 

In treatment it is often recommended that the patient 
be kept as much as possible from any excitement. Oppen- 
heim believed this earlier, but has since seen a number of 
cases in which social recreation in conversation, billiards, 
chess, or club life has proved a decidedly helpful factor. 
In this, as in other points, the individual peculiarity must 
be studied. In relation to any methods of physical therapy 
it must be remembered that no severe course is allowable. 
In hydrotherapy only the mildest measures can be under- 
taken. In his experience massage has proved not worthy 
of recommendation. For the benefits of passive move- 
ments there is much to say. They have a threefold aim : 
(a) they may inhibit the tremor of the part moved, at 
least during the seance, (b) Through these movements 
the progression of the characteristic muscular stiffness may 
be to a certain degree combated, (c) In the later stages, 
in which the patients themselves cannot voluntarily alter 
the position of parts of the body, the fixed position may 
be somewhat relieved by the manipulator. Oppenheim 
orders these passive gymnastics several times a day, lasting 
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from five to ten minutes, but always gauges the seances by 
the subjective results. The author does not favor active 
gymnastics, although where the locomotor incapacity was 
partly due to fear they have proved useful. In any case 
care must be taken not to over-do. 

Electricity used locally has proved in all forms useless 
according to the experience of Oppenheim. On the other 
hand, electric baths have proved of definite value. In not 
a slight percentage of cases treated by these baths, either 
the bipolar faradic or the electric four-cell bath, have the 
patients been helped. Vibration therapy in no form has 
seemed in Oppenheim's hands to do good. 

In regard to medicinal treatment, it seems that now this 
and now that tonic helps the subjective conditions. In 
general the preparations of bromin and arsenic are most 
used. Oppenheim without strong conviction of their value 
uses sometimes tincture of gelsemium and sometimes tinc- 
ture of veratrum viride in small doses. He advises care 
in the use of laxatives and especially in the use of dia- 
phoretics, since he has seen the symptoms of hyperidrosis 
twice aroused in this way. 

A real service has been done for the therapy of paralysis 
agitans by Erb's introduction of hyoscin and Menders 
recommendation of duboisin. In some cases one of these 
agents is the most effective, in others the other. Although 
many are not helped at all, still some cases are very much 
benefited. The hyoscin seems to help more cases than 
duboisin and is effective in smaller doses. A good and 
fresh preparation given hypodermically is most effective. 
Oppenheim begins with 0.0001 gram (1/650 grain) of 
scopalamin hydrobromicum and gradually increases the 
dose by almost one-half of this quantity until some in- 
fluence is shown or some symptom of intoxication is 
produced. Generally it is found that the correct dose is 
about 0.0003 (3/650 grain) once daily. It has been 
demonstrated time and again that this can be given over 
a long period, a year or more, without apparently doing 
any harm or losing its influence. The internal use of this 
same remedy in most cases is less effective. 

Strange as it may seem, psycho-therapy has in paralysis 
agitans a distinct field of usefulness. It is of value not 
only in the sense that in every incurable disease, keeping 
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up the mental condition is a good point but here there are 
also special indications. According to the author's expe- 
rience, paralysis agitans is a symptom-complex that is 
particularly apt to call forth phobias and psychic inhibi- 
tions which can be helped and overcome through mental 
stimulation and mental gymnastics. He has frequently 
seen this fact demonstrated. Hypnosis he has not used 
for this purpose, although a case reported by Gumpert 
shows that in rare instances it may be of use. 

Tetany. 

A study of tetany the results of which are embodied in 
a long article has been made by C. P. Howard.^ The 
author agrees with various authorities who consider that 
tetany is rather a symptom-complex than a definite disease. 
He thinks the typical case should present no difficulties in 
diagnosis and differs from those writers who believe that 
nearly all cases of tetany are manifestations of hysteria. 
The prognosis is usually good, although in children with 
chronic diarrhea and in cases associated with gastrectasis 
the mortality is high. Tetany in pregnancy is hardly ever 
serious. 

The first indication in treatment is to alter the predis- 
posing condition, such as diarrhea, vomiting, pregnancy, 
etc. In the gastric variety frequent lavage with either 
plain water or a mild antiseptic should be practised. 
Purges and emetics also help, while active diaphoresis and 
diuresis should never be omitted. With associated gas- 
trectasis surgical intervention should be undertaken. In 
the tetany of pregnancy and in any cases associated with 
thyroid deficiency, thyroid extract should be exhibited. 
Eemarkable results have also been obtained by a number 
of authors from the use of thyroid extract in tetany other 
than that of pregnancy. 

"Maestro, after treating three cases in children with 
raw or slightly cooked thyroid gland, concluded that the 
method is exceedingly useful, as it always diminished the 
intensity and the frequency of the attacks and shortened 
the duration of the disease. Negative results have also 
been reported. For the spasms themselves, absolute rest 
in bed, cold to the spine, tepid baths, hot packs, opium, 

(1) Amer. Jour. Medical Sciences, Feb., 1006. 







PLATE VIII. 

Evolution of a case of Tic Convulsif. (J. Roubinovitch. ) 

(Nouvelle Iconographie de la Salpfitri^re, No. 3, 1906.) 







PLATE IX. 

Evolution of a case of Tic Convulsif. (J. Rublnovitch. ) 
(Nouvelle Iconograpliie de la SalpfitriSre, No. 3, 1906.) 
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bromides, chloral, and other drugs have been tried with 
little or no result. The administration of chloroform to 
primary anesthesia may lessen the severity of the spasm." 

Tic Convulsif. 

Evolution of a Tic. The evolution of tic which 
appeared in different forms at different times in an inter- 
esting and intelligent patient has been studied by J. 
Eoubinowitch.^ The article is accompanied by a series of 
photographs in which the patient shows his involuntary 
movements. See Plates VIII and IX. 

The patient was a young fellow of 23 years, an 
illegitimate child who knew little of his parents except 
that his mother was rather nervous. As a young boy he 
was subject to many privations and had several illnesses. 
At 13, while convalescing from typhoid fever, the move- 
ments first began. For two years then the tic continued, 
consisting in an opening of the eyes and a compression 
of the lips. (Shown in Fig. A.) Then the tic extended to 
a stretching of the neck and a throwing of the head back- 
wards (Fig. B). In this combined form it lasted for 
about three years longer. When the patient was about 17 
he was working very hard in school, being both ambitious 
and successful and getting only about six hours' sleep a 
night. He then developed a new involuntary movement 
of raising his hand to his chin (Figs. C and D). After 
leaving school he was somewhat better. Three years ago, 
while in military service, he developed a new movement, 
suggested, perhaps, by obeying orders. It was something 
like the forced attitude of the Prussian soldier (Fig. E). 
After this he was employed by an insurance company and 
here again he acquired a new tic. At this time the open 
hands with extended fingers were crossed or clasped (Figs. 
F and G) and sometimes the attitude assumed was that of 
a person about to start running (Fig. H). Eecently this 
whole set of various movements have been reproduced in 
varying order, while the patient is up and at his ordinary 
vocations. The tic is sufficiently abrupt and strong so 
that at times it makes the patient drop articles which he 
may be holding and consequently interferes much with his 

(1) Nouvelle Iconograpbie de la Salpetrl&re, Nc. 3, 1906. 
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happiness and usefulness. During repose or while the 
patient's attention is thoroughly absorbed the tic is absent. 
This case differs from Gilles de la Tourette's "tic general" 
in that there is no tic of respiration nor phonation, no 
echolalia nor coprolalia. There were found no stigmata 
of alcoholism, hysteria or neurasthenia in the patient. 

The case is particularly interesting in the lesson which 
it teaches. Here was a young fellow of ability, will and 
ambition who found it a great disadvantage to have such 
an infirmity and who yet in spite of the recognized disad- 
vantage and much effort to remedy it failed utterly in 
helping himself. Indeed, the more he tried the worse it 
became. Eoubinwitch says the case demonstrates that will 
employed alone without method or order and especially 
without such adjuvants as repose and' re-education, may 
merely lead to a transformation of the tic and to extension 
of the area involved. 

Treatment of Tic. The treatment of convulsive tic by 
re-education is discussed at length by A. Porot.^ He 
follows the general methods of the school of Brissaud and 
gives the details of the treatment which in some cases has 
led to brilliant results at his hands. The therapeutic 
formula is, of course, by no means the same in each case. 
In the first place the nature of the tic must be compre- 
hended. This author does not claim much for any form 
except that of psychic origin, although he records great 
improvement in a case of organic spasm in which he 
undertook treatment. Aside from the nature of the tic, 
the length of its continuance is a factor. The more recent 
the habit the more easily it may be corrected. Before 
undertaking re-education the possible peripheral origin 
of the tic must be thought of and the patient must be 
carefully examined to find any possible cause of irritation 
in the eyes, ears, etc. The age is also bound to be a 
factor in success, because intelligence must be sufficiently 
developed to permit of evoking the will. The author 
found it quite impossible, for instance, to educate a child 
of 6 years. Quick intelligence, a strong will and help 
from the family, all make for success. 

The seances must be at least every day and the exercises 

(1) Lyon M6dical, No. 27, 19C5. 
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are to be repeated usually several times a day. At first all 
is to be done under the personal direction of the physician. 
Later, if there is an intelligent person available, most of 
the instruction may be relegated to him ; and then, if the 
patient thoroughly appreciates the method of his treat- 
ment, he may carry on seances by himself before a mirror. 

Each seance begins with absolute immobilization of the 
affected parts. The command is given the patient to hold 
quite still for a definite number of seconds or minutes. 
The length of time of immobilization is to be very gradu- 
ally increased and must be at once shortened if there is 
the slightest sign of fatigue. The next procedure is vol- 
untary exercise of the muscles which are victims of the tic 
habit. At first the movements of these muscles always 
made at command must be very simple; complexity of 
movement is to be gradually added. The actual movement 
which forms the bad habit must, of course, not be repro- 
duced in exercising. After the patient is far enough 
advanced he may reproduce voluntarily and composedly 
his own tic and if he can do so it will be the criterion of 
his own cure. Other details suggest themselves to the 
earnest physician. Porot has the patient read slowly aloud 
at the end of each seance, carefully observing the pauses 
imposed by the punctuation. 

The duration of each seance is variable according to 
the case; above all is it necessary that the patient be not 
fatigued. As in all psycho-therapy, there should be a 
definite program at a definite time. Usually the patient 
has a debilitated and unstable will and the regular methods 
must be part of the discipline. After some weeks of treat- 
ment, in which there may have been much amelioration, 
the patient may suddenly become violently worse. This 
retrogression is the result of fatigue. Some days of rest 
may be allowed, and then, again, as in one of Porot's 
cases, the treatment may go on to complete success. 

Myoclonus Multiplex. 

Myoclonus Multiplex. A severe case of myoclonus mul- 
tiplex is reported by D. Hecht.^ The case is especially 
interesting because the patient was muscularly very well 

(1) Amer. Jour. Medical Sciences, Sept., 1905. 
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developed, being a prize fighter, and because of the devel- 
opment of the disease following great excesses. The jerk- 
ings of the muscles were so severe that locomotion was 
almost impossible and dressing or undressing a very 
tedious process. The muscles of the eye and the tongue 
were involved in the attacks. Fibrillary twitchings in the 
muscles were very evident, while the myospasm in the 
pectoralis caused the muscle to form in a lump-like mass. 
Whisky or chloral proved to be the only successful agents 
for allaying the myospasms. If the patient, who had pre- 
viously been a very hard drinker, was allowed to consume 
from one-half to one pint of whisky, he would be steadied 
for almost an entire day. 

A case of paramyoclonus multiplex is reported by J. C. 
Given^ in a young man of 21 in whom the twitchings had 
gradually grown worse during a period of fourteen years. 
The mother of the patient suffered from chorea, while 
pregnant with this child. The spasms were lessened under 
treatment with 1/100 of a grain of hyoscin hydrobromate, 
taken twice daily. 

Myoclonus and Nystagmus. A new variety of con- 
genital myoclonus which in some instances is hereditary or 
occurring in several members of the same family and 
which is associated with constant nystagmus, is studied by 
Lenoble and Aubineau.^ These authors have already 
described an essential congenital nystagmus (Archiv. de 
Neurologic, 1902) and now they study a series of cases 
presenting nystagmus, around which as a center is grouped 
a variety of other symptoms. Their cases were found 
mostly in the north of France, in Brittany. 

Their systematic study of 68 patients leads them to 
classify cases as: (1) Simple, essential nystagmus exist- 
ing in isolated cases in a family. (2) Essential nystagmus 
with a variable symptomatology added. There may be 
trembling of the head, facial asymmetry, inequality of 
the pupils, etc. (3) Essential nystagmus with definite 
nervous symptoms, such as exaggeration of reflexes, epilep- 
toid trepidation or Babinski's sign. (4) Cases in which 
added to the above symptom-complex are trophic and 
vasomotor disturbances or intellectual complications. (5) 

(1) Liverpool Medlco-Chlr. Jonr., Jan., 1906. 

(2) Revue de MMlclne, June, 1906. 
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Hereditary or family manifestations of nystagmus along 
or associated with other symptoms. 

The nystagmus in these subjects is independent of any 
pathologic eye conditions and is intermittent. The ampli- 
tude and rapidity of oscillations were found to vary from 
one examination to another. The myoclonic manifesta- 
tions are tremblings, hardly meriting the name of con- 
vulsions. Peculiar fascicular or fibrillary twitchings are 
provoked by exposure to cold or by irritations such as 
percussion of the neurologist's hammer. The trophic dis- 
turbances consist of deformities of the thorax, supple- 
mentary fingers, badly formed roof of mouth and facial 
asymmetry. The syndrome is persistent and invariable 
and apparently therapeutic agents do not modify it. In 
Brittany there lives an ancient race and one finds many 
types of degenerates among the people, many constitutional 
diseases and major neuroses. The authors believe that the 
symptom-complex described above belongs to a degenerate 
type. The disease shows few changes, the subjects live 
long and may even be ignorant of their condition. 

Infantile Spasms. 

Convulsions in Infancy. In a prize essay H. H. Scott^ 
calls attention to the fact that infantile convulsions are 
merely a symptom of some underlying disease. He studies 
them from the neurologic standpoint with the view of 
making clear their causation. The definition he offers is : 
"Violent, involuntary and irregular muscular contraction 
accompanied by partial or total loss of consciousness.'' 
The convulsion itself is an expression of insufficient con- 
trol of stimulation to muscular action. Theoretically 
there may be two sources for this : either excessive amount 
of motor stimulation with the normal amount of control 
or lowered power of control with a normal amount ^of 
muscle stimulation. 

There are three main predisposing causes: (1) Age — 
The controlling or inhibitory cerebral centers are devel- 
oped later than other parts of the nervous system. Thus 
it is that many afferent stimuli give much greater response 
in early than in later life. This would seem to be borne 

(1) Practitioner, London, Aug., 1906. 



232 NEBVOUS DISEASES. "^ 

out by the fact that nearly 50 per cent, of fatal cases of 
convulsions occur in the first month of life, although, to 
be sure, this number includes those occurring as the result 
of cerebral injury at birth. (2) Heredity — This simply 
means that there is a nervous predisposition. The parents 
may have nervous disease, perhaps epilepsy, or other chil- 
dren in the family may exhibit neuroses, chorea, asthenia, 
etc. (3) Bickets — Serious illnesses of various kinds are 
especially likely in a rickety child to terminate in con- 
vulsions. 

More direct causes are: (1) Immediate cerebral irrita- 
tion, either from disease, traumatism or shock. (2) Re- 
flex disturbances which are numerous and varied, such as 
gastro-intestinal disorders, worms, quite rarely dentition, 
earache or glottic spasm. (3) Less common causes, such 
as the onset of acute, specific fever, in congenital heart 
disease, in poisoning. (4) True epilepsy or Money's cor- 
tical epilepsy, under which heading we can place the 
convulsions resulting from fright or strong emotion. 

The author lays special stress upon the point that in the 
majority of cases no one of these causes acts singly. Two 
or more conditions are at work and often there is some 
underlying state which renders the subject liable to attack 
upon slight provocation. To understand the attack we 
must get at these various factors. 

Spasmus Nutans. From an experience of 31 cases 
observed by him G. F. Still^ presents a study of spasmus 
nutans. The symptom-complex as usually observed is 
made up as follows: (a) As the child sits upon the 
mother's lap nothing is noticeable perhaps for a couple of 
minutes, then as it fixes its gaze upon some object its head 
begins to nod — ^perhaps eight or ten times in five seconds 
— ^and then there is a pause with a repetition of the move- 
ments following, (b) The child looks at objects out of 
the corners of its eyes with the head slightly averted, (c) 
There is to be observed a fine rapid nystagmus which is 
more marked in one eye; indeed, the mother often thinks 
that it is entirely limited to one eye. 

The head movement may be sideways, rather a shake 
than a nod, and ceases when the patient lies down. For 

(1) Lancet, July 28, 1906. 
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observation the child should sit up with its head unsup- 
ported. The nystagmus may be vertical, horizontal or 
rotary and may suggest cerebellar disease, but one finds no 
other evidence of the latter. Eickets is present in a large 
proportion of the cases — 20 out of 25 observed with refer- 
ence to this point. No relationship to epilepsy is evident. 
Dentition may have something to do with the disturbance, 
since the usual time for the development of spasmus 
nutans is in the period between five and twelve months. 
An older theory that this affection is caused by defective 
light resembling in this respect miner^s nystagmus is 
rejected by Still, because with most cases seen by him he 
found the light quite good in the patient's homes. An- 
other point against the theory is that the nodding some- 
times occurs without the nystagmus. (Here it may be 
remarked that in exceptional instances, as seen by others 
and even by Still, the nystagmus may occur without the 
nodding.) The prognosis is good, the disturbance usually 
passing off in a few months, occasionally in two or three 
weeks and but very rarely lasting beyond the second year 
of childhood. Because of this innate tendency to get 
well, it is hard to estimate the value of treatment. Still 
advocates, of course, all sorts of good hygiene and thinks 
that possibly weak nerve sedatives are indicated. 



MENTAL DISEASES. 



Oenebal Considerations. 

Inianity in England. The President of the British 
Psychological Association, R. Jones/ in his annual address 
gave some facts in regard to present day insanity in Great 
Britain. In the asylums of England and Wales there are 
120,000 inmates. This means 1 to every 285 inhabitants 
and does not by any means include all the mentally en- 
feebled. Jones says that many such manage to keep out 
of institutions. In the London County Asylum, of which 
Jones is superintendent, 22 per cent, of the men and 10 
per cent, of the women are insane through alcohol. Last 
year 36 per cent, of the deaths at that institution were 
from paralytic dementia. The author further states that 
throughout England and Wales one young person out of 
every 100 of school age is so mentally or physically defec- 
tive as to require special educational facilities. Jones 
maintains that the sole remedy for the whole question of 
insanity is prevention. Medical men must get a firmer 
grasp of the pathology and symptomatology of the earliest 
stages of mental trouble, long before an asylum is neces- 
sary and do then what can be done only then, namely, put 
the patient back upon the right physical and mental track. 

Insanity in the Tropics. Mental disease in the tropics 
is the subject of an essay by Moreira and Peixoto of Rio 
de Janeiro.^ ^ This topic handled by competent observers 
is of special interest in view of our increasing relationship 
to tropical countries. These authors assert that neither 
Europeans nor natives suffer from mental diseases which 
are at all peculiar to the tropics. The influence of tem- 
perature is not specially evident; in fact, as far as either 

(1) British Medical Journal, July, 1906. 
1 lOM '^*'®*'*^*' Centralblatt fUr Nepvenhellkunde u. Piych., Sept. 
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symptoms or causation are concerned it may be said in 
general to have no influence. The habits of life are much 
more weighty etiologic factors. Malaria has not consider- 
able causal relation. For the development of special 
symptoms the educational status is much more important 
than climate. The insane hospital at Rio has a population 
of 1,800 and the numerical classification shows about the 
same proportion between the various mental maladies as in 
temperate climes ; for instance, there are : epileptics, 193 ; 
paranoiacs, 20; alcoholics, 431; syphilitic psychoses, 17; 
paralytic dementias, 45; manic depressive insanities, 179. 

Heredity in Insanity. The question of heredity in 
insanity has been liberally discussed during the last year. 
In a paper devoted to this subject A. E. Urquhart, a com- 
petent Scottish authority,* quotes three different investi- 
gators in his own country who have carefully gone over 
familv histories of the insane, even to the point of making 
inquiries in the country side from which the patients came. 
They have given the percentages of the patients with 
insane heredity as 49, 34 and 30 per cent, respectively. 
TJrquhart's own figures, which are particularly reliable, he 
thinks, being based upon 880 of the private class of 
patients, observed during a practice of twenty-five years, 
demonstrate that he has found hereditary insanity in 45 
per cent. He acknowledges the difficulties in the way of 
making a correct investigation of this subject. On the 
one hand there is the bias of the specialist, who is apt to 
read into the facts more than is justifiable, and on the 
other hand, there is the difiiculty of extracting the admis- 
sions of insanity in this or that member of a family. 

This author hopefully calls attention to the possible 
regenerative eflPect of healthy environment, even if we 
regard heredity as the prime factor in insanity. He quotes 
a certain industrial school for boys, most heavily burdened 
with an inheritance of vice, crime and insanity, and says 
that the results from that institution are none other than 
amazing in the face of asylum statistics. In following 
up these boys over a course of years it seems that at least 
80 per cent, of them turn out to be law-abiding, respect- 
able citizens. The possible effect of a good environment 

(1) British Medical Journal, Dec 16, 1006. 



236 MENTAL DISEASES. 

must be a most important consideration for the physician 
consulted as to the future of a person belonging to a 
neuropathic family. 

H. A. Tomlinson/ studying 2,366 cases, from many of 
which information was diflBcult to obtain, finds that 20 
per cent, had a direct inheritance of insanity, while 40 
per cent, had an inheritance either neurotic, insane or 
alcoholic. He lays much more stress upon what he calls 
the cerebral potentiality of the individual and the part 
which disease of the general organism plays in the degen- 
erative process of insanity, than he does on direct heredity. 
^e maintains that at the time of admission practically all 
us patients were suffering from some kind of physical 
lisease, most commonly malnutrition, perversion of the 
digestive processes and interference with elimination. 

P. W. Mott^ says that no one who has had any practical 
experience with insanity can come to any other conclusion 
than that the majority of people become insane because 
there is an inborn tendency toward insanity in their nature. 
He evidently does not think that this necessarily means a 
direct! V insane inheritance, but simply that the patient is 
the offspring of strains unsuitable for each other. This 
author is especially engaged in the pathologic investiga- 
tion of the cause of insanity and in his review of what is 
now known on this subject, from which we quote, does not 
apparently find any stronger factor than the above point. 

A critical paper on the study of the heredity of insanity 
appears by von Wagner.^ He says that the statistics for 
the insane have no value unless compared with statistics 
compiled in exactly the same manner for the mentally 
healthy. Two authors, Koller and Diem, have developed 
statistics of this sort, which show above all things that a 
large percentage of the mentally sound have defective 
inheritance. Of course the insane show a still higher 
percentage, but what is properly termed insanity due to 
inheritance is merely the difference between the percent- 
ages in these two classes. Going more exactly into the 
question, it is found that the greatest difference between 
the inheritance of the healthy and of the insane obtains. 



(1) Jour. Amer. Med. Assoc, March 17, 1906. 

(2) Lancet, June 2, 1906. 

(8) Wiener klin. Wochenschrlft, No. 1, 1906. 
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if we consider the condition of the immediate parents. 
On that basis it is found that the inheritance of the insane 
is anywhere from three times to eight times worse than the 
inheritance of those of sound mind. A mental disease as 
such cannot be inherited, a disposition to this or that 
disease is all that can be carried over. Now if we speak 
of a disposition to mental disease, we must be ready to 
acknowledge a corresponding immunity which in turn is 
inherited. According to the statistics mentioned by Wag- 
ner, mental disease in an uncle or aunt is to be regarded 
not as indicating a predisposition towards insanity in the 
individual under consideration, but rather as evidence of 
some degree of immunity. 

Simulation of Insanity. An interesting and careful 
study of the simulation of insanity has been undertaken 
by A. Schott,* upon the basis of 2 cases personally observed 
and much study of the literature. All of the subjects 
appear to be criminals. Schott concludes that: (a) It is 
questionable if pure simulation of insanity ever appears 
in those quite sound mentally, or at least if it does so the 
phenomenon must be exceedingly rare, (b) Simulation 
appears most frequently in degenerates and is itself to be 
regarded as evidence of degeneracy, (c) The proof of 
simulation in an individual is no evidence of the sanity 
of that individual, (d) In these cases the burden of proof 
is shifted from the normal, so that it is sanity rather than 
insanity which has to be proved in the individual under 
observation. (e) All simulation of any considerable 
degree requires watching for a period of six weeks or so 
in a clinic or hospital, (f) There is no specially char- 
acteristic sign nor symptom-complex of simulation. Judg- 
ment must be unhampered and the completest physical 
and mental examinations must be made. The cases Schott 
has studied he is inclined to class under the heading of 
male hysteria in mental defectives, rather than as definite 
cases of insanity. 

Some of the opinions of other men of experience gath- 
ered by the author are of interest. Griesinger thinks that 
proof of existing simulation is no evidence of mental 
soundness. Patients diseased mentally often simulate 

(1) Archly fttr Peychletrie u. Nervenheilkunde, Bond XLI, Heft 1. 



238 MENTAL DISEASES. 

strange mental states foreign to their own affection and, 
indeed, there often exists in such patients a definite 
pleasure in simulation, which may be compared to hysteria. 
Krafft-Ebing went into this question and concluded that 
the insane often added to their symptoms of insanity by 
simulation as hysterical patients often do for the purpose 
of exciting sympathy or interest. He lays down the dictum 
that "the proof of simulation must first begin with the 
proof of complete integrity of mind." Wernicke, on the 
other hand, seems to think simulation of insanity barely 
possible for a sane person. He says: "The pure simula- 
tion of insanity without the existence of insanity itself or 
of mental weakness is so rare that even the most expe- 
rienced insanity expert comes to know only single cases." 
The probability is always against it because of the great 
dread most people have of being confined in a mad-house. 
A book by P. Penta^ on "Simulation in Prisons" touches 
on simulation of insanity. This author disagrees com- 
pletely with the German authors in his conclusions, but 
perhaps the whole difference is due to non-agreement over 
the inclusive definition of insanity. Penta in his work at 
the investigating department of the Neapolitan prisons 
finds the simulation of insanity 75 per cent, more fre- 
quently than true insanity. He says that the cases of 
shamming are so frequent and well expressed that there 
they speak of a definite clinical picture of simulation. It 
is a caricature of insanity, a horrible mix-up, made piece- 
meal, of symptoms out of various clinical forms according 
to the general preconceived notions of the laity and the 
peculiar instincts of the criminal. However, as the re- 
viewer says, Penta, though not analyzing and 'classifying 
as the Germans do, calls the only half wilful cases of 
simulation in hysterics and degenerates simulation, lead- 
ing one to suppose that the cases are not mentally unfit. 
Whereas the German authors classify these cases from the 
start by virtue of their hysterical and degenerate char- 
acteristics as mentally unsound. 

Digestive Functions in the Insane. Taking the sugges- 
tion from von Noorden, who states that the asylum physi- 
cian has a better chance than anyone else to study the 

(1) Reviewed In Cent. f. Nervenheilkunde und Peych., Aug. 15, 
1800. 
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Arthropathy in non-tabetic general paresis. (Etienne and Perrln.) 
(Nouvelle Iconographie de la Salpfitrifere, No. 3, 1906.) 
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neuroses of the stomach, Cowie and Inch* have undjBrtaken 
in the asylums of Michigan careful investigations of diges- 
tion in the insane. Their conclusions are mainly as fol- 
lows: In melancholic states hyperacidity is the rule, 
occurring in 81 per cent, of the cases studied. This 
hyperacidity is due to a true hyperchlorhydria which is of 
moderate degree, fairly constant and associated with 
increased peptic power and rapid evacuation. The in- 
creased secretion is due to the neurosis or psychosis and 
not to proliferative changes in the glands, as is evidenced 
by the presence of increased secretion associated with 
degenerative changes in the glandular elements, and of 
the entire mucosa. Many of the insane are sufiEering from 
various forms of gastrointestinal disease. These condi- 
tions are very frequently overlooked, probably because 
complaints and delusions of the digestive tracts are so 
common in these patients. The experience of these authors 
prompts them to urge systematic routine examinations, not 
only because cancer and ulcer may often be recognized in 
their incipiency, but also because if proper treatment be 
instituted for the various forms of chronic gastritis which 
are often encountered, it is not at all improbable that the 
mental symptoms in these cases will proportionately de- 
crease. One point to be remembered is that frequently the 
signs of disease are wholly objective. 

Hallucinations. That hallucinations may be artificially 
aroused is proved by the experiments of E. Moravesik,* 
who has found alcoholics, especially in the state of delirium 
tremens, remarkably good subjects. He found it very easy 
to present some strong impression to one of their senses 
and. thereby arouse a definite and even complicated hallu- 
cinatory picture. For instance, when a vibrating tuning- 
fork was held close to the ears the patient imagined he 
saw grasshoppers and saw them in an elaborate setting of 
hallucinatory imagery. Some impressions caused no new 
senses to arise but only broke up hallucinations already 
present or caused their modification. The experiments 
show that a sensory stimulus can give the impulse neces- 
sary to the arousal of an hallucination, but they also bear 
up the theory that the fundamental basis of an hallucina- 

(1) Amer. Jour, of Medical Sciences. Sept., 1905. 

(2) Centr&lblatt tiXt Nervenhellkunde u. Psycb., March 15, 1906. 
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tion is in an abnormal functioning of the cortex. This 
latter fact is particularly shown by the appearance of a 
sharply defined complete picture involving interpretation 
of the stimuli from other sense organs than the one 
appealed to. For instance, while hearing the grasshoppers 
the patient might smell the odors of the fields where the 
grasshoppers were. The entire process involves inadequate 
and incorrect representation of the experimental sense 
impression, false judgment and consciousness. 



General Paralysis. 

Etioloffy of General Paralysis. An interesting investi- 
gation which urgently needs either corroboration or denial 
was the subject of the celebrated Morrison Lectures in 
Edinburgh given in 1906 by W. F. Robertson.^ The 
etiology of general paralysis of the insane has been assidu- 
ously studied in the laboratory of the Scottish asylums 
for the last six years by Bruce, McRae, Jeffrey, Robertson 
and others. On the clinical side it was long ago noted 
that the general paralytic usually suffers every two or 
three weeks from a febrile attack accompanied by leuco- 
cytosis and also that in the last stages of the disease 
leucocytosis may occur from time to time without rise of 
temperature. These findings suggested attacks of poison- 
ing by bacterial toxins. Work carried forward on that 
basis demonstrated *%at a diphtheroid bacillus was 
specially prominent in the gastrointestinal and respiratory 
tracts in cases of general paralysis, and that a similar 
organism could frequently be isolated from the brain.*^ 

Further researches based upon the hypothesis "that gen- 
eral paralysis is the result of a chronic toxic infection 
from the respiratory and alimentary tracts, permitted by 
general and local impairment of the defences against bac- 
teria, and dependent upon the excessive development of 
various bacterial forms, but especially upon the abundant 
growth of a Klebs-Loffler bacillus of modified virulence, 
which gives the disease its special paralytic character," 
are said to have yielded confirmatory evidence. Experi- 

(1) Review of Neurology and Psychiatry, 1906, and in other 
publications. Author's synopsis, Scottxsh Medical and Surgical 
Journal, March, 1906. 
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ments made upon animals infected with cultures obtained 
from paretics show changes in the nervous system analo- 
gous to those of paralytic dementia. 

Bobertson and his school do not deny the part played 
by syphilis in paresis, but they think the role played is a 
negative one. Syphilis, according to their hypothesis, 
merely weakens the general and local defenses against 
bacteria. The evidence that a diphtheroid bacillus is the 
direct cause of paresis, being implanted upon a soil ren- 
dered susceptible by syphilis, is that this bacillus is com- 
monly the only micro-organism present in large numbers 
in the catarrhal pneumonic foci that commonly occur in 
cases dying in congestive attacks. It was also obtained in 
cultures made from the brain postmortem in ten of their 
twenty-four , cases. The urine of the general paralytic, 
especially during a congestive seizure, commonly contains 
such bacilli. There is evidence "that the active polymor- 
phonuclear leucocytes of the general paralytic have as a 
rule a greater power of dissolving these diphtheroid bacilli 
than that possessed by the normal leucocyte. Invasion of 
the mucous membranes of a healthy person by this diph- 
theroid bacillus is impossible, but when the resisting force 
of the organism is lowered, invasion takes place either 
from the bronchi or the alimentary tract. Then, thinks 
Bobertson, a life and death struggle between the bacilli 
and the leucocytes takes place, which leads ultimately to 
victory for the bacilli because their power of renewal is 
unlimited, while that of the leucocytes is limited. The 
question of therapy by serum treatment at once comes up. 
Bobertson thinks that there is hope for this treatment, 
inasmuch as the paretic defends himself with prolonged 
success by manufacturing specific bacteriolytic antibodies. 
This is to be given a trial in the Scottish asylums. 

J. D. O'Brien,* working in an Ohio State Hospital, has 
confirmed some of the above findings. The fasting stomach 
of paretics contains a vast number of organisms, the diph- 
theroid bacillus predominating. He believes that in gen- 
eral paralysis there is a condition of mixed toxic infection 
and that a serum treatment can be satisfactorily under- 
taken. [The theory of this Scottish school has created 

(1) American Medicine, Sept. 23, 1905. 
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widespread comment^ though much skepticism is expressed^ 
in which the Editor shares.] 

Cerebellum in Paresis. Involvement of the cerehellum 
may play an important role in the symptomatology of 
paralytic dementia, according to E. Straussler/ who ofiEers 
a long and careful study on this subject. He has investi- 
gated clinically and pathologically 2 cases of juvenile 
paresis which exhibited a cerebellar symptom-complex and 
he finds other cases recorded in the literature. In study- 
ing the symptoms we cannot expect a thorough-going 
parallelism between intensity of the cerebellar pathology 
and disturbances of motion, because of the involvement of 
other motor parts of the central nervous system. Straussler 
calls attention to Luciani's experiments and classification 
of symptoms of cerebellar disease: (a) Asthenia; the 
want of energy in voluntary notions, lessened power in the 
nerve-muscle apparatus, (b) Atonia; the lessened tension 
of the musculature, (c) Astasia; an incomplete summa- 
tion of the elementary muscle fiber contractions which 
make up a normal motor response. As result of this the 
muscular movements are accompanied by tremors. 

In paralytic dementia, closely in correspondence with 
the above classification, there is a relaxed posture and the 
movements are devoid of energy. Without real paralysis 
there exists a peculiar weak condition of the motor appa- 
ratus. Even more plainly the manifold tremblings in the 
areas supplied by the seventh and twelfth cranial nerves 
and in the extremities and general musculature show the 
involvement of the cerebellar centers. Just the above 
symptoms, according to Luciani, build the foundation for 
the phenomenon which is most characteristic of cerebellar 
ataxia; namely, stumbling, relaxed gait with legs spread 
well apart. Through the asthenia, atonia and astasia 
arises an instability of equilibrium which demands a 
broad-based support. It is well illustrated by the peculiar 
gait of paresis and by the disturbances of co-ordination in 
the upper extremities. It is also recognized that cerebellar 
disease may lead to disturbances of speech which, in con- 
sequence of their anatomical cause, namely, ataxia of 
speech musculature, resemble the speech of paretics. 

(1) Jahrbuchep ftlr Psychlatrie and Neupolog., Bd. 27, Heft 1, II. 
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But all this explanation is a too simple accounting for 
the motor disturbances of paretic dementia. We must 
remember that such symptoms may arise from disease of 
the motor tracts which go to and from the cerebellum. 
In this matter the frontal cerebral cortex must be thought 
of both on account of its being so well connected with the 
cerebellum, via the cortico-pontine-cerebellar tract, and 
because we know clinically that tumors of the frontal 
region may cause inco-ordination and ataxia which re- 
sembles cerebellar ataxia so closely that an accurate study 
of the accompanying symptoms is necessary to differentiate 
them. These facts receive full significance in the light of 
our knowledge that the pathologic changes of paresis find 
fullest expression in the frontal lobes. Also, it has been 
found that in the rarer cases where the occipital lobes 
have been those most severely attacked, there has been 
but slight inco-ordination. Here it is very curious to note 
that in senile dementia, which has a pathology no less 
severe in extent and degree than paresis, there is no similar 
disturbance of motility. The discussion of just when the 
cerebellar symptoms arise during the course of paresis is 
hardly worth while, since we really know so little definitely 
about it. Alzheimer, however, records a case in which the 
onset was distinctly with cerebellar symptoms. 

Ocular Signs in Paresis. On account of the difference 
of opinion which various authors have expressed in regard 
to the ocular signs of paralytic dementia, Eodiet, Dubois 
and Pansier^ have undertaken a study with a view of 
more explicitly determining the ocular conditions. They 
believe that a large share of the disagreement has arisen 
because various observers have not made special note of 
the stage of the disease in which this or that sign was 
seen. They, for the purposes of definition, divide the 
disease into three stages : 

First period: Inequality of the pupils is frequently 
noticed in the first stage of paresis. For differential 
diagnosis it must be remembered that pupillary inequality 
has no significance if the pupillary reactions are normal. 
Simple inequality is often found in other psychoses, in 
anemia, etc. But when it accompanies modification of 

(1) Archives de Neurologle, Aug., 1906. 
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the reaction, it means beginning ophthalmoplegia interna 
and is always pathologic. The myosis often observed in 
paresis is of paralytic origin. Experiments by the authors 
show that atropin can act on the pupil of the general 
paralytic while it has no effect on the spasmodic myosis 
of the neuroses. A characteristic Argyll-Bobertson pupil 
is sometimes seen, but it is rarely pure in type. There 
may be affection of one pupil only or the pupillary reac- 
tion may show other complications. A false Argyll-Rob- 
ertson pupil is more frequently seen. In that case the 
pupil reacts poorly to both light and accommodation. The 
pupils are often irregular and deformed in this stage, but 
so also are the pupils of some healthy people and people 
with other diseases. On account of its deformities the 
pupil may appear eccentric in position. There may be 
also an essential atrophy of the iris. Occasionally the 
paradoxical reaction to light is seen — when a strong light 
is thrown on the pupil it widens instead of contracting. 
But this has value as a sign only when the Argyll-Eobert- 
son pupil is present. Sometimes the phenomenon of 
hippus, alternate dilatation and contraction of the pupil, 
is observed. A very early sign is the disappearance of the 
pupillary reaction to pain. Important also is the reflex 
of Piltz, which consists of a momentary narrowing of the 
pupil when closing of the eye is opposed by the examiner^s 
finger. This sign is said to occur only in paralytic 
dementia, tabes, syphilis and catatonia. Early in the dis- 
order there may be some paralysis of the external muscles 
and a slight degree of exophthalmos, all of which may be 
transient. The authors state that when corneal anesthesia 
is present, it is unilateral and due to alcoholism. The 
disorders of vision peculiar to the disease develop slowly 
and are rarely noticed in the first stage. In the fundus of 
the eye some papillary hyperemia, etc., may be found, no 
more than that which occurs in many other mental cases. 
More important is the finding of papillary edema, sclerosis 
of the retinal vessels, etc., a picture which forms the point 
of departure for optic atrophy. The choroiditis which 
may be found is important because it is nearly always 
caused by syphilis. 

Second period: While in the first stage there is inter- 
mittence and variability of the eye symptoms, depending 
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on the development of the specific toxin, in the second 
period the signs are much more fixed and definite. This 
is characteristic of the developing disease. The only new 
set of ocular signs may possibly be found with the ophthal- 
moscope. The fundus may, indeed, appear normal or the 
slight changes often found in the first period may be 
present or else papillary atrophy may be seen. This last 
is certainly more rare than in tabes. The specific char- 
acter of the optic atrophy of paresis is: (a) It is of the 
same primary nature as the atrophy caused by multiple 
sclerosis and tabes, (b) It is incomplete, the lightening 
begins at the temporal side of the disc and is less exten- 
sive than in most other atrophies, (c) The atrophy is 
usually bilateral, but one disc is affected more than the 
other, (d) The visual disturbance never corresponds to 
the apparent degree of atrophy. This is a sign considered 
by some authors to be very valuable and differentiates 
from the atrophy of tabes or the atrophy of chronic alco- 
holism, in both of which sight is proportionately much 
more disturbed. 

Third period : The findings of this stage correspond to 
the well-formulated rule, "while the visual disturbances 
do not follow parallel to ocular lesions, the disturbances 
observable in the eye ground do correspond to the brain 
conditions.'^ The pupillary signs in this stage are gener- 
ally very clear. Argyll-Kobertson pupil, true or false, is 
usually present, or more rarely there is absolute immo- 
bility of the pupil. 

Arthropathy in Paresis. Arthropathy as a complication 
of paralytic dementia has been observed by Etienne and 
Perrin.^ In one knee joint there was a large swelling and 
subluxation, the whole picture resembling Charcot's joint 
disease. The patient was a typical case of paresis. The 
remarkable feature in this observation is the fact that 
there were absolutely no symptoms of the tabes which so 
frequently is found in connection with paresis. The patho- 
logic findings in this respect were also negative — on exami- 
nation of the cord no evidences whatever were found of 
involvement of the sensory nerves. Previously cases of 
arthropathic involvement in paralytic dementia have been 

(1) Nouvelle Iconographie de la SalpStrl^re, No. 3, 1906w 
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reported by Lloyd, Brissaud and Joffroy. But it seems 
that in all these instances there was evidence of the onset 
of paresis with tabetic symptoms which accounts for the 
Charcot joint found. In the author's case, however, the 
pathogenesis of the arthropathy is altogether obscure. See 
Plate X. 

Treatment of the Freparetio Stage. Having a large 
experience, J. Collins^ presents a paper on general paresis, 
the main interest of which lies in what he has to say about 
treatment, especially in the light of Dana's paper on the 
curability of early paresis, which was mentioned in the 
last issue of the neurologic section of the Year Book. He 
says : "In no instance have I seen intensive merculiariza- 
tion to be of any service whatsoever in general paresis 
after the disease was fully developed, t. e., after it had the 
ordinary somatic and psychic signs, even though the latter 
were not pronounced. I have had three cases in which it 
seems to me the disease has been arrested in its develop- 
ment, not cured, because the physical signs of the disease 
still remain, but in one of them, now of five years' dura- 
tion, and another of three years' duration, the disease has 
made no progress whatsoever." The only way to get at 
the so-called preparetic state is for an experienced ob- 
server to estimate the tneaning of certain changes which 
are ordinarily called neurasthenic, putting the cases which 
present suspicion of paresis into their proper category, and 
giving them thorough antisyphilitic treatment. 

Various Psychoses. 

Pseudo-Melancholia. 0. Juliusburger* writes upon a 
so-called pseudo-melancholia of which he has studied 2 
cases. His last patient was 26 years old and presented 
the subjective signs of melancholia. She complained of 
experiencing difficulty and slowness in thinking. She 
could not readily come to any decision, had a constant 
feeling of great unhappiness. She felt as if her real self 
had gone from her. She contemplated suicide. All the 
findings were subjective; looking at her one saw none of 
the usual signs of the melancholic state, nor did her 
actions coincide with her expressed feelings; she went 

(1) Medical Record, Jan. 27, 1906. 

(2) Centralb. ftir Nervenhellkunde und Psych., March 15, 1906. 
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\ritliout opposition into society and would engage in play, 
conversation or the other doings of her social fellows. It 
is for this symptom-complex in which the observable 
aspects of the patient do not correspond with patient's 
own account of inner feelings that the author uses the 
term "pseudo-melancholia." 

Acutd Periodic Paranoia. A case of insanity in a young 
man of 24 years which was "characterized by mental con- 
fusion and delusions of a persecutory character, in the 
course of which relapses presented themselves in distinct 
monthly cycles accompanied by marked vasomotor disturb- 
ances," is reported by T. G. Orbison.^ The attack lasted 
about a year. The patient was in poor general condition 
at the beginning without, however, having any definite 
internal disease. He had been very ambitious, had worked 
hard and spent much time in social pleasures. There was 
no history of alcoholism or venereal disease, but the family 
history was not good. His mother had suffered from 
diabetes and one sister had an attack of acute mania. 
The remarkable features of the case are the absence of 
hallucinations, melancholia and mania, the fact that be- 
tween relapses he is never free from the taint of delusions, 
that his personality, facies .and mental exhibitions change 
radically at the time of a relapse, and that there are no 
signs of catalepsy or of true dementia. Each relapse was 
apparently ushered in by a marked vasomotor disturb- 
ance, as evidenced by bloodshot eyes, and made probable 
by the large quantities of urine voided. During the course 
of the year there were ten relapses, each of which lasted 
from ten to fourteen days and ended rather abruptly. 

The author fails to find in the text-books or literature 
any case presenting a similar set of symptoms. In making 
a differential diagnosis he considers various forms which 
it most nearly resembles and believes that it can be classi- 
fied with Kraepelin's acute paranoia, an interesting dis- 
ease lying midway between chronic paranoia and the emo- 
tional psychoses (mania and melancholia). At the end of 
two years the patient still remains well. 

(1) Amer. Jour. Med. Sciences, Jan., 1906. 
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Acne, 27; relations, 15; papu- 
losa, 31; treatment of, 39. 

Acrocyanosip with hypertrophy, 
214. 

Acromegaly and myxedema in 
one family, 212; with cord 
degenerations, 212; with hy- 
pertrophy, 214. 

Acroparesthesia, etiology of, 
215. 

Angina pectoris, peripheral 
nerve disturbances in, 210. 

Apoplexy, cerebellar, 176. 

Arteriosclerosis and the ner- 
vous system, 218. 

Arthritis, syphilitic,. 70. 

Arthropathy in paresis, 245. 

Automatism, epileptic, 135. 

Bacillus coli comunis, urinary 

tract infection, 60. 
Bladder hernia, 89. 
Brachial birth palsy, 211. 
Brain (and cord), cholesterin 

accretions in, 148; center 

for the intellect, 143; tumor, 

treatment of, 152. 
Brown-S^uard syndrome, 180. 

Caisson disease, 198. 
Calcification of seminal vesicle 

and vas deferens, 93. 
Calculi, vesical, in children, 96. 
Catheterism, in senile prosta- 

tics, 87. 
Cerebellum, agenesis of, 176. 
Cerebral fluid in syphilis, 114; 

softening, progressive, 171. 
Chancre, intranasal, simulating 

diphtheria, 69; of penis, 69; 

redux, 71. 
Chancres, oral, 68. 
Chorea and rheumatism, 139. 
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Chrysophanie acid in psoriasis, 
eczema, herpes circin'atus and 
sycosis, 42. 

Convulsions in infancy, 231. 

Cord, tumors of, 200. 

Crutch paralysis, 210. 

Cystology of gonorrheal pus, 64. 

Dermatitis exfoliativa neonato- 
rum, 13. 
Dermatology, chromic acid in 

42. ' 

Dermographia, singnificance of, 
105. ' 

Deviation, conjugate, of the 
eyes and head, 114. 

Dissociation, sensory, 107. 

Eczema, 28; normal salt solu- 
tion in acute, 43; spinous 
seborrheic, 34; treatment of, 

43. ' 
Epidermolysis bullosa, two cases 

of, 22. 
Epididymitis, open treatment 

of gonorrheal, 60. 
Epilepsy, appendicostomy for, 

138; cardiac arrest in, 130; 

Flechsig method of treatment 

in, 137; surgery for, 137; 

treatment of, 136. 
Epithelioma, of cranial bones, 

157. ' 

Erysipelas, serum therapy, 36. 

Facial paralysis, bilateral, 205; 

surgical treatment, 205. 
Family tabes, 180. 

General paralysis, etiology of, 
240. 

Gonorrhea, chloral hydrate in- 
jections in, 59; collargol in, 
59; female, lactic acid in. 
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66; hot water irrigations 
in, 58; mercury ozjcyanid 
injections in, 59. 

Granulosis rubra nasi, 30. 

Gumma contagion, 73. 

Hemiplegia, 172; organic, in- 
tact pyramidal tract in, 149. 

Hemorrhage, intracranial, of 
the new-born, 169 ; meningeal, 
lumbar puncture for diagno- 
sis of, 147. 

Hemorrhage and facial nevi, 
167; traumatic intracranial, 
164. 

Herpes zoster, dry cups in, 44; 
epidemic, 17; Kernig's sign 
in, 17; on penis, 28. 

Hysteria, etiology of, 127; na- 
ture and treatment of, 129. 

Hysterical fever, 129. 

Insanity, heredity in, 235; in 
England, 234 ; in the tropics, 
234; simulation of, 237. 

Intracranial fluid, escape of, 
through the nose, 145. 

Keratosis palmaris and plan- 
tar is, 12. 

Leprosy, cutaneous, treatment 

of, 37. 
Lesions, spinal, referred pain 

in, 179. 
Light and skin cancer, 49. 
Litholopaxy, 96. 
Luetic aortic insufl&ciency, 74. 
Lupus erythematosus, neck 

lymphoma in, 38; resinated 

solutions in, 44. 

Measles, without eruption, 12. 

Meningitis, cerebrospinal, etiol- 
ogy of, 159. 

Meningomyelitis, chronic, 191. 

Medulla, thrombosis in, 178. 

Mercuric chlorid, dermic un- 
toward effects, 28. 

Mercury, localization, 74; en- 
dermically in infantile syphi- 
lis, 74; by the rectum, 75. 



Migraine with angioneurotic 
edema, 140. 

Moles, structure of, 31. 

Myasthenia gravis, 216. 

Mycosis f ungoides, 29. 

Myelitis, automobilist 's, 190 ; 
chronic, 188; with fibrilla- 
tion, 189. 

Myelomalacia, primary, 198. 

Myoclonus, and nystagmus, 
230; multiplex, 229. 

Neuralgia, alcohol injections 
for, 202; pathology of, 202. 

Neurasthenia, diagnosis of, 122 ; 
pathogenesis and treatment 
of, 124; Workers', 123. 

Neuritis, alcoholic multiple, 
208; arsenical, 209; gonor- 
rheal, 207; multiple motor, 
206; severe multiple from in- 
fectious disease, 209. 

Neuromata, multiple dermic, 
29. 

Ochronosis,' 30. 

Paralysis agitans, 223; atro- 
phy from cerebral, 150; peri- 
odic, 216. 

Paresis, cerebellum in, 242; 
ocular signs in, ^43. 

Paraplegia, spastic, treatment 
of, 192. 

Preacher 's hand, diagnostic sig- 
nificance of, 113. 

Pressure sense, 106. 

Pilocarpin, in prurigo, 42. 

Poliomyelitis, chronic anterior, 
191. 

Post-epileptic state, 134. 

Prostate, galvanic treatment, 
54; physiology of, 84. 

Prostatic ischuria, urogenital 
diaphragm destruction in, 88. 

Prostatectomy, 84 ; mortality 
after, 84; perineal, 87. 

Pseudo-hermaphrodite, an in- 
guinal testicle in a, 94. 

Pseudo-sclerosis, 196. 

Pupil, hysterical rigidity of, 
117. 
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Keflex, abdominal, 118; Bech- 

terew's, 118; corneal, 115; 

diaphragm, 118; Mendel's, 

121. 
Eheumatism, gonorrheal, 53; 

anti-gonococcie serum in, 65. 

Scarlet fever serum, Moser's 
polyvalent, 36. 

Sciatica, treatment of, 204. 

Sclerosis, multiple, and trauma, 
196; diagnosis of, 195. 

Sensation, new classification of, 
108. 

Skin, nodules, calcified, 26; 
gonorrhea of, 58. 

Sleep, theory of, 221. 

Somnolence, attack of, 142. 

Spasm, facial, bulbar symptom 
with, 178. 

Spasmus nutans, 232. 

Spermatopexy, 94. 

Sterility from bilateral epidy- 
dimitis, 97. 

Stricture, as urethritis compli- 
cation, 63; spasmodic, 63. 

Syphilid, erythematous, 76. 

Syphilis, a family affected 
with, 69; and pulmonary tu- 
berculosis, 72; cerebral, in 
children, 72; cerebrospinal 
fluid in congenital, 82; fever 
in hepatic, 76; in hospital 
and private practice, 70; late 
relapses in, 79; mercury 
salicylate in, 79; mimicry by 
cryptogenetic streptococcus 
infection, 17; of the third 
generation, 78; primary in- 
fection in women, 72; sarsa- 
parilla in, 75 ; secondary oral 
manifestations, 68; tertiary 
knee arthropathy, 79. 
Syphilitic progressive muscular 

atrophy, 197. 
Syringomyelia and partial mac- 
rosomia, 194; with papillitis, 
193. 
Sweating, imperative, 141. 

Tabes, knee ankle phenomenon 
in, 184; motor symptoms in, 



185; surgical cure for gas- 
tric crises in, 186; improve- 
ment of symptoms in, 188. 

Tabes, regeneration of nerve 
fibers in, 181; trophic dis- 
turbances in, 182. 

Tabetic foot, treatment of, 187. 

Tattoo marks, removal of, 43. 

Tendon analgesia, 105. 

Tetany, 226. 

Tic, evolution of a, 227; treat- 
ment of, 228. 

Treatment, of acne, 39; of cu- 
taneous leprosy, 37; of ec- 
zema, 43. 

Tuberculides, 9. 

Tuberculous dermatoses, 11. 

Tuberculosis, seminal, 93. 

Tumors, intracranial, opera- 
tions on, 153; prognosis in, 
155. 



Urachus cysts, 95. 

Urethra, chronic discharges 

from the deep, 55; cylin- 

droid, 77. 
Urethral calculi, 97; endoscopic 

examination, 95. 
Urethritis, 51; non-gonorrheal, 

52. 
Uric acid and genito-urinary 

tract, 61. 
Urinary" disorders, obscure, 89. 
Urticaria pigmentosa, 25. 

Varicocele operation, conse- 
quences, 93. 

Vas deferens anastomosis, 92. 

Vertigo, as an epileptic phe- 
nomenon, 131. 

Vitiligo, in forensic medicine, 
16; non-luetic, 16. 

Xanthoma, high frequency 
spark in, 45. 

Xanthoma tuberosum diabetico- 
rum, 15. 

X-rays, dermic effects of, 45; 
in buboes, 49; treatment of 
scalp-ringworm, 45. 
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